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TRIBUTE  TO  LA  MANH  TO 


"Avid  To  Learn  and  To  Go  Forth  To  Serve  "  -  La  Manh  To  was  always  ready  to  learn  more  so 
that  she  could  better  help  others. 

Freedom  and  a  better  life  brought  La  Manh  To  and  her  family  to  America  from  Vietnam 
some  14  years  ago.  Without  knowing  much  English,  La  realized  that  learning  the  language, 
as  well  the  American  way  of  living,  were  critical  to  the  pursuit  of  her  American  dream.  She 
witnessed  that  many  of  her  friends'  dreams  turned  into  disaster  because  they  lacked  proper 
skills  and  knowledge.  La  began  building  her  dreams  by  enrolling  in  English  as  a  second 
language  classes  and  later  earning  her  Associate's  degree  from  a  Community  College.  Along 
her  path,  La  selflessly  assisted  many  refugee  individuals  and  families  who  were  impover- 
ished in  their  new  found  homeland. 

La  held  the  vision  that  through  appropriate  education  and  training,  any  newcomer  could  be 
empowered  to  attain  his  or  her  dreams.  This  dream  became  a  reality  for  her.  While  working 
for  a  church,  La  became  involved  with  services  to  Southeast  Asian  communities  because  she 
wanted  to  learn  more  and  eventually  do  more  for  her  own  community.  La  became  an  inspi- 
ration for  the  creation  of  SEARCH  and  an  invaluable  staff  person  at  the  Toledo  SEARCH 
site. 

Despite  her  eagerness  to  assimilate,  La  always  remembered  her  heritage.  She  did  what  most 
refugees  thought  would  be  impossible;  she  became  an  effective  health  outreach  worker,  an 
articulate  advocate,  and  above  all,  an  example  for  all  of  us.  Her  commitment  to  improve  the 
well-being  of  the  Southeast  Asian  community  was  beyond  the  call  of  duty  and  beyond  what 
her  health  could  sustain. 

La  Manh  To  passed  away  after  her  long  bout  with  breast  cancer  on  July  10,  1993. 

La  taught  us  to  be  humble  and  to  recognize  that  expertise  lies  within  the  community.  La's 
example  validates  the  need  for  a  change  toward  a  shared  vision  between  providers  and  com- 
munity members  and  toward  the  empowerment  of  the  community. 

La's  death  reminds  us  of  how  precious  and  scarce  quality  resources  are.  Many  community 
members  like  La  are  waiting  to  be  brought  forth  to  continue  her  mission.  They  are  like 
diamonds  in  the  field  that  need  to  be  found,  polished  and  refined.  They  sparkle,  but  will  fade 
away  if  not  actively  nurtured.  It  is  unjust  to  not  fully  develop  and  use  these  resources. 

Political,  economic  and  social  equity  for  Southeast  Asian  refugees  and  immigrants  will  only 
become  a  reality  if  the  community  is  truly  an  integral  part  of  partnerships  which  are  formed 
between  service  providers  and  communities.  SEARCH  holds  the  philosophy  that  to  become 
proactive  and  inclusive  in  programming  services,  providers  have  the  responsibility  to  em- 
power the  community  through  skill  development  and  increased  knowledge. 

This  Guidebook  was  written  in  response  to  this  call  and  is  dedicated  to  La  for  her  contribu- 
tion to  health  service  professionals,  Southeast  Asian  communities  and  the  SEARCH  Project. 
Her  enthusiasm  to  learn  and  serve  continues  to  live. 
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'HE  ART  OF  TRANSLATION 


tninS'ld'  tlOfl.  U,  ■'  a.)  to  bear  or  change  from  one  place,  state,  form  or  appear- 
ance to  another;  transfer,  transform  b.)  to  transfer  or  turn  from  one  set  of  symbols  to 
another 


The  task  for  SEARCH  was  one  of  translation  among  numerous  cultures  to  create  im- 
proved health  status  for  Southeast  Asians  in  Ohio  and  Michigan.  Translation  is  usually 
a  term  applied  to  conversion  of  language.  For  SEARCH,  however,  translation  is  the 
filtering  of  attitudes,  values  and  practices  through  people.  This  filtering  occurs  not  to 
evoke  change,  but  to  gain  a  better  understanding  of  how  to  create  and  deliver  culturally 
relevant  services  and  information  to  women  and  children.  The  expectation  is  not  one  of 
exclusive  change  but  of  mutual  understanding  and  adaptation. 

The  translation  that  occurs  is  contingent  on  the  participants,  both  trainers  and  trainees. 
In  fact,  if  this  Guidebook  truly  guides,  the  roles  periodically  will  change  as  each  set  o( 
individuals  learns  from  the  other.  Translation  occurs  in  two  ways: 

Objective  Cultural  Factors:    Addressing  external  factors  including 

food,  clothing,  music,  art,  dance,  etc. 

Subjective  Cultural  Factors:    Gaining  an  understanding  of  values, 
norms,  expectations  and  beliefs. 

The  first  factors  are  certainly  easier  to  master  than  the  latter,  yet  it  is  inclusion  of  the 
subjective  cultural  factors  in  program  designs  that  will  have  the  most  lasting  benefits. 

This  Guidebook  contains  a  wealth  of  information  that  is  designed  to  help  health  provid- 
ers effectively  translate  their  services  to  the  needs  of  Southeast  Asian  communities.  The 
information  found  here  should  not  be  seen  as  a  road  map,  but  as  a  guide  requiring  your 
diligent  attention  and  a  strong  desire  to  learn  about  yourself  and  Southeast  Asian  cul- 
tures, practices  and  needs.  It  is  SEARCH'S  fervent  hope  that  the  efforts  evidenced  in 
this  Guidebook  will  assist  you  in  your  efforts  to  master  the  art  of  translation. 
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ACKGROUND  INFORMATION  ON  SEARCH 


The  goal  of  SEARCH  is  to  increase  the  utilization  of  maternal  and  child  health  services 
among  Cambodian,  Chinese,  Hmong,  Laotian,  and  Vietnamese  refugees  and  low-in- 
come immigrants  in  Toledo,  Columbus,  and  Detroit.  SEARCH  seeks  to  reduce  infor- 
mational and  logistical  barriers  to  accessing  MCH  services  among  the  target  population 
and  to  increase  community  and  provider  involvement  in  improving  access  to  MCH 
services.  This  goal  is  achieved  through  training  of  Outreach  Workers  and  Health  Advo- 
cates, outreach,  health  education  and  community-based  health  services. 

Training  of  the  Outreach  Workers  and  Advocates 

Within  the  SEARCH  project,  there  are  two  types  of  individuals  who  play  an 
important  role  in  helping  the  community.  These  are  the  Community  Health 
Outreach  Workers  (CHOW)  and  Community  Health  Advocates  (CHA). 

Community  Health  Outreach  Workers  (CHOWs)  are  paid  staff  persons  who 
provide  outreach  services  to  members  of  the  Southeast  Asian  community.  A 
member  of  the  ethnic  group  served,  the  CHOW  is  fluent  in  the  language  and 
culture  of  the  group.  To  prepare  outreach  workers  for  their  paraprofessional 
role,  ongoing  training  is  provided.  CHOW  training  focuses  on  providing  ser- 
vice site  staff  with  the  knowledge  and  skills  surrounding  maternal  and  child 
health  issues  and  professional  development.  Topics  covered  may  include,  but 
are  not  limited  to:  community  resources,  the  role  of  the  outreach  worker,  human 
enhancement  skills,  human  growth  and  development,  and  personal  skills. 

Community  Health  Advocates  (CHAs)  are  active  leaders  within  their  own  eth- 
nic community.  These  CHAs  volunteer  to  provide  information  to  and  referrals 
for  Southeast  Asian  women  and  children  in  need  of  health  services.  Advocates 
receive  training  in  order  to  enhance  their  knowledge  of  the  U.S.  health  care 
system  and  to  increase  their  understanding  of  maternal  and  child  health  issues. 
Such  an  increased  understanding  helps  the  CHAs  better  link  the  community  to 
the  service  site.  This  Guidebook  is  a  product  of  the  Community  Health  Advo- 
cate training  program  through  SEARCH. 


Provision  of  Interpretation  Services 

Interpretation  services  are  vital  to  SEARCH,  not  only  because  the  services  aid 
in  reducing  language  barriers,  but  because  they  afford  outreach  workers  with  an 
opportunity  to  advocate  for  clients  and  to  educate  health  professionals  about 
cultural  differences  that  may  impact  treatment.  Interpretation  takes  place  when- 
ever a  language  barrier  arises  during  care. 


SEARCH 


V 


Provision  of  Transportation  Services 

Transportation  services  entail  more  than  driving  clients  from  their  home  to  a 
service  provider.  The  goal  is  to  reduce  the  dependency  that  clients  may 
develop  upon  transportation  services  provided  by  SEARCH  and  to  replace 
that  dependency  with  the  ability  to  access  public  or  private  means  of  trans- 
portation. 

An  assessment  of  each  client's  transportation  needs  is  completed  and  a  trans- 
portation plan  developed  for  each  client.  This  plan  helps  clients  learn  how  to 
be  independent  of  the  service  site  in  making  transportation  arrangements. 
These  arrangements  may  either  be  accessing  public  transportation  or  identi- 
fying personal  support  systems  to  aid  in  transportation  needs. 

Provision  of  Health  Education  Programs 

Each  service  site  is  responsible  for  developing  a  plan  for  educational  services 
to  clients.  This  plan  is  devised  by  assessing  the  logistical  informational  needs 
of  the  clients  being  served.  Through  past  experience,  SEARCH  has  learned 
that  educational  sessions  are  most  effective  when  only  one  language  group  is 
targeted  at  a  time,  the  session  is  brief,  diagrams  and  models  are  used,  and  a 
social  event  or  incentive  is  included. 

Educational  sessions  take  place  regularly.  Sometimes  a  staff  person  may  give 
a  presentation,  other  times  guest  educators  are  invited.  The  staff  meets  with 
the  guest  speaker  at  least  one  week  before  the  scheduled  session  to  assure  the 
inclusion  of  cultural  materials  and  to  help  the  speaker  learn  how  to  use  inter- 
preters. 

Provision  of  Community  Based  Health  Services 

Community  Based  Health  Services  take  basic  screening  and  prevention 
services  into  the  community  in  the  way  that  is  most  acceptable  to  the  popula- 
tion being  served.  Either,  a  van  is  used  or  services  are  set  up  in  a  familiar 
setting  such  as  a  church,  temple  or  gathering  place. 

While  services  are  being  provided.  Outreach  Workers  and  Advocates  act  as 
interpreters  and  explain  basic  services  such  as  cholesterol,  high  blood 
pressure  and  diabetes  screenings.  Immunizations  may  be  provided.  If 
possible,  Asian  language-speaking  health  professionals  are  recruited  to 
provide  services.  The  services  are  on  a  walk-in  basis  and  are  free  to  all 
clients.  Child  care  services  are  available  and  leisure  activities  and  refresh- 
ments are  available. 
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Community  Based  Health  Services  designed  for  SEARCH  take  place  at  sites  in 
Columbus  and  Toledo,  Ohio,  and  in  Detroit,  Michigan.  The  exact  method  of 
delivery  at  each  site  varies  because  of  differences  in  community  needs  and 
different  agency  configurations.  The  Columbus  Health  Department  is  a  public 
agency,  incorporating  ethnic-specific  outreach  workers  into  an  established 
system  of  clinics  and  services;  the  Toledo  Chinese  Alliance  Church  is  a  private 
agency  that  links  with  local  health  providers;  Wayne  State  University's  Healthy 
Start  is  a  public  agency  providing  ethnic-specific  outreach  services  through  a 
specific  program.  Overall,  the  sites  have  developed  three  distinct  ways  to 
provide  services  to  the  targeted  communities. 

Three  sites  are  used  to  deliver  outreach,  health  education,  and  other  health 
related  services  to  the  targeted  communities.  Columbus  Health  Department  is  a 
Maternal  and  Child  Health  site,  Wayne  State  University  is  a  recipient  of  the 
Healthy  Start/Project,  providing  prenatal  and  well  baby  services,  and  Asian 
Mutual  Assistance  Program  is  an  independent  community  based  agency.  The 
diversity  in  the  three  sites  will  allow  for  a  evaluation  yielding  insight  into 
systemic  indices  relative  to  service/delivery  for  Southeast  Asian  community. 
This  evaluation  is  being  conducted  by  the  Case  Western  Reserve  University  and 
will  be  published  at  the  conclusion  of  this  project. 
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NDERSTANDING  SOUTHEAST  ASIAN  CULTURES 


Shari  S.  Ratliff,  M.A.,  Ph.DC 

■   Geography  and  History 

The  part  of  the  world  known  as  Southeast  Asia  consists  of  both  island  and  mainland  land 
masses  including  Indonesia,  Malaysia,  Singapore,  Brunei,  the  Philippines,  Thailand,  Burma 
(Myanmar),  Laos,  Cambodia,  and  Vietnam.  Within  the  major  land  mass  of  South  Asia  is  a 
specific  area  which  is  often  called  Indochina,  recalling  the  ancient  cultural  influences  of  both 
India  and  China  on  that  region.  Countries  which  are  commonly  included  in  Indochina  are 
Thailand,  Burma  (Myanmar),  Cambodia,  Laos,  and  Vietnam. 

Although  geographically  adjoining,  the  countries  in  Indochina  are  culturally  unique. 
Despite  similarities  in  some  traditions,  each  has  its  own  language,  dress,  marriage  customs, 
dietary  preferences,  and  health  care  strategies.  Even  religious  beliefs  are  not  uniform, 
although  the  dominant  religion  for  much  of  the  region  is  Buddhism.  Due  to  strife  and  warfare 
among  these  countries  throughout  2,000  years,  borders  have  been  disputed  incessantly,  grudges 
have  become  imbedded  in  folklore  and  legends,  and  a  deep  suspicion  and  mistrust  of  each 
other  prevails.  One  can  make  no  greater  mistake  than  to  assume  that  Southeast  Asians  are 
"all  alike",  that  they  basically  regard  each  other  cordially,  or  that  their  differences  are  minor 
and  insignificant. 

Vietnam  and  Laos  have  been  most  influenced  by  China,  the  giant  neighbor  to  the  north  of 
both  of  these  countries.  However,  Southern  Laos  has  been  significantly  impacted  by  its 
southern  neighbor,  Cambodia,  with  which  it  shares  some  linguistic  as  well  as  cultural  charac- 
teristics. Vietnam  shares  with  (pre-Communist)  China  the  Mahayana  Buddhist  tradition, 
which  emphasizes  compassion  as  the  focal  value  of  the  Buddhist  message.  There  is  little  if 
any  Indian  influence  in  Vietnam  or  Laos.  Linguistically,  Vietnamese  and  Lao  are  tonal 
languages,  as  are  Chinese  and  Thai. 

On  the  other  hand,  Thailand,  Burma  (lately  renamed  Myanmar),  and  Cambodia  were  most 
heavily  influenced  by  Indian  culture.  One  of  the  stronger  theories  of  the  origin  of  the  Khmer 
(Cambodian)  people  proposes  that  they  are  descendants  of  a  tribe  from  central  India  which 
migrated  to  the  Cambodian  region.  Surely  the  artifacts  of  religious  and  popular  culture 
reflect  strong  Hindu  roots,  ranging  from  Shaivism  (the  worship  of  Shiva)  to  Vaishnavism 
(the  worship  of  Vishnu  and  Krishna).  Mahayana  Buddhism  later  coexisted  with  Hinduism, 
this  being  ultimately  eclipsed  by  the  current  Theravadin  Buddhist  tradition.  Linguistically, 
the  Khmer  language  is  closely  related  to  Brahmi  and  Sanskrit  and  is  considered  a  member  of 
the  Mon  language  group.  Khmer  is  not  a  tonal  language. 

Virtually  all  of  Southeast  Asia,  and  particularly  the  countries  of  Indochina,  were  considered 
fertile  "cash  cows"  for  the  colonial  mentalities  of  the  European  superpowers  during  the  last 
three  centuries.  Rich  mineral  and  gem  deposits,  latex,  rice,  hardwoods  such  as  mahogany 
and  fruitwood,  exotic  animals,  and  more  recently,  oil  invited  Western  exploitation,  Euro- 
pean-style political  organization,  education,  and  architecture. 

Local  governments  which  were  "friendly"  to  such  exploitation  but  oblivious  to  the  concerns 
of  their  own  people  ultimately  signed  their  own  death  warrants.  National  unrest  in  Vietnam, 
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Laos,  and  Cambodia  provided  a  perfect  forum  for  Communist  factions  to  promote  their 
vision  of  an  egalitarian  society.  This  became  the  banner  which  stretched  across  Indochina  in 
the  1960s  and  1970s,  held  at  one  end  in  Vietnam  by  the  Russian-based  Communists,  and  at 
the  other  end  in  Cambodia  by  the  Chinese-based  Khmer  Rouge  (Red  Khmer).  (Oddly,  these 
two  brands  of  Communism  were  in  fundamental  disagreement  with  each  other,  a  significant 
point  in  understanding  the  enmity  between  the  Khmer  Rouge  and  the  Vietnamese  Commu- 
nists who  ultimately  "rescued"  Cambodia  from  the  genocidal  Pol  Pot  regime). 

The  darkest  year  in  the  history  of  Indochina  was  1975.  In  that  year,  the  United  States  pulled 
out  of  Vietnam, and  Saigon  fell  to  the  Communist  forces  of  Ho  Chi  Minh.  In  Laos,  the 
monarchy  fell  to  the  Communist  forces  there  and  Pol  Pot  began  his  purge  of  every  Cambo- 
dian with  an  education  beyond  three  years.  His  Khmer  Rouge  regime  ultimately  caused  the 
death  of  one-third  of  the  population  of  Cambodia  through  murder,  torture,  disease,  and 
starvation.  Hundreds  of  thousands  of  citizens  of  these  three  countries  had  been  loyal  to  the 
non-communist  governments  or  were  allies  of  the  American  forces  in  their  countries,  lighting 
shoulder  to  shoulder  against  the  Communist  insurgents.  Faced  with  mortal  reprisal  at  the 
hands  of  their  new  political  leadership,  they  tried  desperately  to  escape  to  safe  harbors.  They 
became  refugees. 

■  The  Refugee  Experience 

Refugees  are  in  no  way  similar  to  immigrants.  Immigrants  make  conscious  choices  to  leave 
their  natal  lands,  often  inspired  by  educational  and/or  economic  opportunities  elsewhere. 
They  are  usually  well  educated,  have  studied  the  language  of  their  new  homeland,  frequently 
are  financially  secure,  and  have  planned  their  move  for  years.  For  the  most  part,  they  are  well 
prepared  for  the  cultural  changes  which  await  them.  Since  they  are  usually  members  of  an 
affluent  urban  class  in  their  home  countries,  they  are  accustomed  to  the  social  and  govern- 
mental structures  and  systems  which  typify  cosmopolitan  centers  globally. 

On  the  other  hand,  refugees  rarely,  if  ever,  had  considered  leaving  their  homeland.  They  had 
no  time  to  learn  about  the  country  which  was  willing  to  accept  them,  no  time  to  rescue  any 
meager  personal  possessions  or  even  family  members,  no  time  to  think  beyond  the  very  next 
hour  of  life.  Surging  across  hostile  borders  into  Thailand  or  into  the  pirate-menaced  sea, 
these  desperate  folk  usually  had  no  more  than  the  rags  on  their  skeletal  backs  when  they 
reached  refugee  camps  in  Thailand  or  Indonesia.  During  stints  of  six  months  to  two  years  in 
these  squalid  "camps",  the  refugees  learned  some  rudiments  of  English  or  French  (depend- 
ing on  their  ultimate  resettlement  site)  and  some  basic  forms  of  social  intercourse,  and  also 
underwent  physical  examinations  which  targeted  parasites,  tuberculosis,  and  respiratory 
infections. 

Many  refugees  left  important  family  members  behind,  scarring  their  souls  as  deeply  as  the 
memories  of  dear  ones  lost  to  cruel  deaths.  The  tragedies  they  have  witnessed,  the  hellish 
events  which  replay  nightly  in  their  dreams,  the  guilt  of  surviving  when  so  many  others  did 
not,  and  the  compromises  many  had  to  make  in  the  name  of  life  bear  heavily  upon  many 
refugees.  Each  one  has  a  story,  a  unique  story  which  weaves  a  small  pattern  into  the  sad 
tapestry  which  records  the  reality  of  the  refugee  experience. 
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All  that  they  really  have  left  are  the  remnants  of  their  cherished  culture  —  their  language, 
their  concepts,  their  values,  their  traditions,  their  religion,  their  fragmented  family  units  — 
which  shelter  them  against  the  chaos  of  a  bewildering  and  often  hostile  civilization.  Confu- 
sion, isolation,  loneliness,  a  sense  of  permanent  loss  of  the  "self  one  was  and  expected 
always  to  be  —  all  conspire  to  engender  a  deep  and  chronic  depression  which  manifests  in 
mental  and  physical  illness  for  many.  Domestic  violence,  alcohol  and  drug  abuse,  and  alien- 
ation from  their  now  bi-cultural  children  are  all  too  frequent  results. 

The  process  of  assimilation,  or  total  acceptance  of  a  new  culture  with  all  of  its  trappings,  is  a 
three-generation  process  for  virtually  all  refugees  and  for  some  immigrants.  The  first 
generation,  the  people  who  were  born  and  attained  adulthood  in  their  native  countries,  will 
understandably  cling  to  "the  old  ways"  which  are  both  comforting  and  "right"  to  them.  The 
second  generation,  those  children  of  the  original  refugees,  were  born  and  socialized  in  the 
United  States,  watching  television,  listening  to  radio  and  rock  concerts,  attending  school 
with  "cool"  peers,  and  gulping  down  fast  food.  This  generation  will  speak  the  ethnic 
language  at  home  and  English  in  public.  They  adopt  a  double  life,  with  two  sets  of  values, 
two  presenting  personae,  and  two  world  views.  For  them,  the  choice  of  which  culture  to 
adopt  as  "their  own",  or  which  portions  of  each  of  them  to  keep  and  which  to  discard,  is 
virtually  a  life-long  struggle.  They  are  the  "bridge"  generation,  caught  straddling  the  contra- 
dictions with  insufficient  leverage  to  step  into  one  or  the  other  completely.  Only  their 
children,  the  third  generation,  will  have  sufficient  security  within  the  dominant  culture  to 
take  it  for  granted.  Even  they  may  carry  some  traditions  forward,  almost  unconsciously, 
from  their  grandparents  and  parents.  As  adults,  some  will  even  aspire  to  recapture  some 
aspects  of  their  rapidly  fading  heritage. 

■  Socioeconomic  and  Educational  Factors 

Refugees  represent  a  spectrum  of  social,  economic,  and  educational  backgrounds,  even  from 
within  the  same  country  of  origin.  The  earliest  wave  of  refugees  were  the  urban  Vietnamese, 
who  were  able  to  leave  Saigon  and  its  suburbs  immediately  when  the  capital  city  fell  in  1975. 
They  generally  were  well  educated  and  had  some  financial  resources.  The  highest  level  of 
literacy  is  found  among  that  group.  The  secondary  wave,  which  occurred  over  the  next  10 
years,  consisted  largely  of  less  fortunate  Vietnamese  from  cities  farther  away  or  from  the 
countryside.  These  were  the  well-documented  "boat  people"  who  suffered  appalling  fates 
on  the  flimsy,  overcrowded  crafts  to  which  they  entrusted  the  slim  hope  of  a  future.  With 
fishing  and  farming  as  their  background,  they  settled  in  areas  of  the  United  States  where 
these  occupations  were  possible. 

The  refugees  from  Laos  are  basically  from  three  very  different  ethnic  groups.  The  Lowland 
Lao  (Lao-Lum)  represent  approximately  48%  of  the  total  population  and  are  the  largest 
ethnic  group.  Traditionally,  they  are  farmers  along  the  Mekong  and  other  riverways  of  Laos. 
They  speak  Lao  (which  is  related  to  Thai),  and  are  most  representative  of  the  Laotian  refu- 
gees who  were  settled  in  the  United  States.  Most  urban  Laotians  had  the  benefit  of  some 
education  prior  to  their  refugee  plight.  A  second  group,  the  Highland  Lao  (Lao-Theung), 
live  primarily  in  the  mountainous  south  of  Laos,  while  a  third  group,  the  Lao-Soung,  include 
such  tribes  as  the  Hmong,  itself  divided  into  Blue  and  White  Hmong.  The  Hmong  have  their 
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own  language  which  was  Romanized  by  missionaries  in  the  1950s.  However,  many  Hmong 
speak  the  primary  Lao  language  in  addition  to  their  own.  The  Hmong  have  a  very  different 
culture,  however,  and  should  not  be  expected  to  express  the  same  world  view  or  values  as 
traditional  Lowland  or  Highland  Lao.  The  trusting  Hmong  believed  the  United  States'  promise 
that  they  would  not  be  abandoned.  In  fact,  this  people  suffered  10  times  as  many  war-related 
casualties  than  American  forces  themselves. 

Cambodians  suffered  the  worst  plight  of  all  refugees,  enduring  years  of  incredible  savagery 
before  eventually  leaving  their  country.  Most  of  the  educated  citizens  were  killed;  only 
those  clever  enough  to  disguise  their  education  and  social  status  survived.  In  addition,  a  host 
of  young  people  were  deprived  of  any  education  during  the  Khmer  Rouge  Regime.  Every 
school  in  Cambodia  was  riddled  with  automatic  weapons  and  burned.  Therefore,  many 
Cambodians  who  made  it  to  America's  shores  are  illiterate  even  in  their  own  language  and 
have  found  it  very  difficult  to  learn  English.  Very  few  indeed  were  able  to  salvage  anything 
at  all  in  the  way  of  financial  or  material  resources. 

Throughout  all  of  Southeast  Asia  there  are  large  enclaves  of  ethnic  Chinese,  some  of  whom 
trace  their  roots  in  these  countries  back  several  generations.  While  participating  in  the  domi- 
nant culture  of  the  country  of  residence,  they  maintain  their  own  distinctive  Chinese  ethnicity 
as  well,  although  many  have  intermarried  with  non-Chinese  natives.  Well  known  for  their 
business  acumen,  the  ethnic  Chinese  often  are  urban  proprietors  of  small  shops.  Swept  along 
with  the  tide  of  civil  wars  throughout  the  region,  these  Chinese,  too,  became  refugees.  Their 
adjustment  has  been  especially  difficult  in  this  country  because  there  is  no  automatic  "fit" 
with  Chinese  from  the  Mainland,  Hong  Kong,  or  from  Taiwan  China,  and  their  status  among 
the  other  ethnicities  is  ambiguous. 

■  Values 

Although  there  are  vast  differences  in  education  and  social  status  among  the  Southeast  Asian 
refugees,  there  are  major  values  which  all  of  them  have  in  common.  First  and  foremost  is 
respect.  Following  the  Confucian  model  which  has  shaped  East  Asian  societies  for  over 
2,500  years.  Southeast  Asians  recognize  a  hierarchy  in  social  status  which  is  based  on  the 
three  criteria  of  age,  wisdom,  and  propriety. 

■  Respect  for  Age  and  Family 

Younger  people  always  show  deference  to  older  people,  even  among  siblings.  Women  tradi- 
tionally show  deference  to  males  who  are  the  same  age  or  older.  Parents  are  honored  and 
obeyed  to  an  extent  which  baffles  many  American  children.  The  truly  elderly  are  treasured 
for  their  life  experience,  their  hard  work  in  their  younger  years,  and  for  their  continued 
contribution  to  the  wisdom  and  honor  of  the  family.  The  family  as  a  whole,  throughout 
generations,  is  paramount,  with  individual  needs  and  aspirations  clearly  secondary  and  sub- 
ordinate to  the  interests  and  well-being  of  the  family  or  clan.  This  respect  extends  even  to 
the  deceased  members  of  the  family,  who  are  venerated  as  continuous  and  vital  presences  in 
daily  life.  Failure  to  provide  comfort  and  respect  for  these  departed  ones  can  have  grave 
consequences  for  the  living  and  their  enterprises. 
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■  Respect  for  Education  and  Wisdom 

Education  is  a  vehicle  not  only  for  material  success,  but  for  the  ultimate  goal,  wisdom  in  life. 
Therefore  teachers  are  accorded  very  high  respect  as  repositories  of  knowledge  and  as  role 
models  for  students.  No  student  would  ever  think  of  challenging  anything  a  teacher  might 
say,  and  will  be  reluctant  even  to  ask  for  clarification  since  this  might  imply  that  the  teacher 
was  unclear  in  his  or  her  presentation.  Traditionally,  classroom  discipline  is  strict,  expecta- 
tions high,  and  punishment  swift.  While  families  rarely  become  involved  in  school  matters 
(again,  implying  that  the  teacher  is  inadequate),  they  will  sacrifice  all  of  their  resources  to 
ensure  an  education  for  their  children. 

■  Respect  for  Propriety  and  Harmony 

In  the  sphere  of  interpersonal  relations,  the  greatest  value  is  propriety,  or  knowing  intuitively 
how  to  effectively  handle  any  situation  with  grace  and  harmony.  Disputes  are  rarely  aired 
face  to  face,  and  potential  confrontations  are  defused  with  a  disarming  smile.  Personal  equa- 
nimity, generosity,  poise,  balance,  gracefulness,  and  self-effacing  courtesy  are  hallmarks  of 
the  well-bred  individual.  On  the  other  hand,  arrogance,  loudness,  rudeness  of  any  sort,  self- 
aggrandizement,  and  mean-spiritedness  are  sure  signs  of  an  unfortunate  upbringing.  Strong 
emphasis  is  placed  on  self-control  in  all  areas  of  life.  To  be  unable  to  control  one's  emotions, 
especially  anger,  is  considered  immature  and  foolish. 

The  social  phenomenon  of  "saving  face"  is  a  major  vehicle  of  harmony  between  individuals, 
and  consists  primarily  of  subtle  and  delicate  maneuvers  purposefully  negotiated  to  avoid 
embarrassment,  ridicule,  or  shame  among  one's  peers  or  superiors.  The  opposite  phenom- 
enon is  "losing  face"  or  "breaking  one's  face",  that  is,  being  humiliated  before  others  by 
failure  in  self-control,  inappropriate  behavior,  or  even  a  slip  of  the  tongue.  Such  embarrass- 
ment in  some  Asian  societies  is  sufficient  motivation  for  retirement  from  public  life  or  even 
suicide.  Great  efforts  are  made  to  avoid  the  possibility  of  causing  one's  self  or  another  to 
"lose  face".  The  careful,  even  evasive,  politeness  built  into  most  Asian  languages  assures 
maximum  "face  saving"  possibilities,  along  with  frustration  for  those  not  familiar  with  this 
etiquette. 

Non- Asians  are  often  confused  by  the  interested,  seemingly  approving  nods  and  smiles  they 
receive  from  Asians  who  may  be  in  total  disagreement  with  the  message.  The  supposed 
affirmation  is  often  merely  an  indication  that  the  Asian  individual  is  listening  attentively  and 
respectfully.  It  does  not  guarantee  support.  If  a  Southeast  Asian  disapproves  or  is  insulted, 
the  usual  behavior  is  to  turn  the  head  away  slightly  or  remark  that  such-and-such  a  request 
"would  be  difficult".  Maintaining  eye  contact  is  often  considered  challenging  and  rude; 
averted  eyes  during  conversation  are  a  sign  of  respect,  not  of  inattention  or  insincerity.  Since 
bodily  contact  is  rarely  appropriate  (and  never  appropriate  between  sexes  except  for  marital 
privacy),  pats  on  the  back,  arms  around  the  shoulder,  or  hugging  generally  are  not  welcome 
behaviors.  Although  most  Southeast  Asians  know  that  handshakes  are  expected  in  this  coun- 
try, they  will  offer  a  very  gentle  and  brief  palm-touching  rather  than  the  "firm-grip- with-eye- 
contact"  which  Americans  are  socialized  to  interpret  as  sincere. 
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■  Religion 

Reinforcing  the  Confucian  model  is  the  canon  of  Buddhist  ethics,  which  also  prescribes 
balance,  quietude,  harmlessness,  and  purity  of  lifestyle.  In  Buddhist  (as  well  as  Hindu) 
thought,  the  head  is  the  most  sacred  part  of  the  body  and  the  feet  are  "dirty".  Touching  the 
head  of  another  person  is  extremely  insulting,  as  is  pointing  the  feet  at  someone  else. 
Americans  accustomed  to  crossing  the  legs  should  be  aware  of  where  their  dangling  feet  are 
pointing!  Traditionally,  Asian  women  sit  with  their  feet  tucked  to  the  side  and  behind  them. 
If  one  enters  a  Southeast  Asian  home  or  a  temple,  it  is  customary  to  remove  one's  shoes  at  the 
door.  Although  older  Buddhists  often  adopt  a  vegetarian  diet,  most  younger  ones  seem  to 
observe  few  dietary  restrictions.  Many  Southeast  Asian  men  may  drink  alcohol  at  social 
gatherings,  although  women  typically  do  not  indulge  at  all,  and  if  so,  only  at  home.  (The 
drinking  of  intoxicants  is  specifically  forbidden  in  the  "Five  Precepts"  of  Buddhism). 

Although  Buddhism  is  by  far  the  dominant  religion  in  Southeast  Asia,  the  region  is 
punctuated  by  small  but  pious  enclaves  of  Muslims  and  Christians.  Because  of  their  dietary 
restrictions  and  the  proscription  of  pigs  and  dogs,  Muslims  usually  have  their  own  separate 
villages.  In  the  United  States,  they  live  in  mixed  neighborhoods,  but  continue  their  religious 
practice  at  home  and  at  local  mosques  if  these  are  available.  Christians  also  find  compatible 
houses  of  worship,  often  sharing  facilities  with  an  American  Christian  denomination.  The 
Hmong  are  not  Buddhist,  and  are  led  in  their  spirituality  by  shamans  who  function  as  guides, 
advisors,  psychologists,  and  healers.  Frequently  called  "Animists"  (a  vague  term  at  best), 
the  Hmong  acknowledge  a  wide  variety  of  spirit  forms  and  share  the  Buddhist  belief  in 
transmigration.  Music  is  especially  valued  by  the  Hmong,  who  often  whistle  wistful 
melodies  believed  to  attract  good  spirits,  especially  when  one  is  alone  and  susceptible  to  bad 
spirits. 

■  Personal  Modesty  and  Appropriate  Behavior 

Personal  modesty  is  a  cardinal  virtue  among  Southeast  Asians,  especially  for  females.  The 
area  from  the  waist  to  the  knees  is  considered  especially  private,  and  traditional  women  wear 
clothing  which  covers  this  area  completely,  usually  extending  to  the  calves  or  the  ankles. 
Clothing  which  covers  the  lower  half  of  the  body,  as  explained  above,  is  never  in  contact 
with  the  head.  The  Hmong  are  especially  conservative  in  personal  modesty,  never  removing 
their  clothing  completely  for  any  reason.  A  Hmong  proverb  states:  "No  one  in  this  life  will 
ever  see  my  private  parts,  and  even  when  I  die  the  Devil  will  not  see  my  private  parts!"  For 
Hmong  who  were  subjected  to  physical  examinations  in  the  camps,  disrobing  was  the  ulti- 
mate humiliation  of  their  lives,  accompanied  by  excruciating  embarrassment,  anxiety,  and 
many,  many  tears. 

Personal  space  is  gauged  by  the  familiarity  of  the  parties.  In  general,  the  less  well  known  the 
parties  are  to  each  other,  or  the  amount  of  "social  distance"  between  the  two,  will  dictate 
comfortable  conversational  spacing.  The  body  itself  is  intensely  personal  space  and  touch- 
ing is  rarely  appropriate  except  among  very  close  friends  of  the  same  sex. 
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Greetings  among  all  of  these  ethnic  groups  except  the  ethnic  Chinese  and  the  Hmong 
consists  of  placing  the  palms  together  at  the  chest,  chin,  or  higher  level,  depending  upon  the 
status  and  age  of  the  person  being  greeted.  The  Chinese  and  Hmong  generally  bow  their 
heads  in  greeting,  more  formally  if  the  person  being  greeted  is  of  higher  status.  Hand- 
shaking is  common  only  among  one  group  of  Lao,  and  then  only  between  males. 

Physical  displays  of  affection  are  inappropriate.  Even  among  families,  hugging  or  kissing  is 
rarely  observed.  Parents  show  affection  for  their  children  by  providing  for  them,  not  by 
verbal  or  behavioral  cues.  Although  infants  and  toddlers  are  held  and  nurtured,  older 
children  are  seldom  shown  overt  affection.  Vietnamese  culture  tends  to  show  more  affection 
to  older  children  than  the  others. 

Among  all  of  the  ethnic  groups  except  the  Hmong,  the  right  hand  is  considered  superior  to 
the  left,  and  objects  should  be  handed  to  others  with  the  right  hand  only.  To  hand  or  pass  an 
object  with  the  left  hand  may  be  considered  insulting.  The  Hmong  do  not  make  this 
judgment. 

The  Western  style  of  beckoning  to  someone  with  the  index  finger  is  insulting  to  Southeast 
Asians,  who  use  this  gesture  to  summon  animals.  Beckoning  is  done  with  the  hand  down, 
palm  inward,  with  a  gentle,  inviting  curling  of  the  fingers  toward  one's  own  body. 

■  Naming 

Among  Vietnamese,  Hmong  and  Cambodians,  married  women  legally  retain  their  maiden 
names,  but  are  formally  addressed  with  their  husband's  surname.  Laotian  women  generally 
take  the  name  of  their  husbands'  families.  Typically,  Laotian  names  are  polysyllabic, 
Cambodian  names  rarely  have  more  than  two  syllables  and  more  commonly  one,  ethnic 
Chinese  names  are  monosyllabic,  and  Vietnamese  names  rarely  have  more  than  two 
syllables.  The  surname  traditionally  is  written  first,  with  the  personal  name  second. 
However,  most  Southeast  Asians  have  converted  to  the  American  system  to  avoid  confusion. 

Personal  names  are  rarely  used  except  by  family  members  and  very  close  friends.  Forms  of 
address  to  others  are  based  on  respective  age  and  status,  and  frequently  use  familial  relation- 
ships to  designate  hierarchy.  Thus,  an  older  woman  may  call  a  younger  woman  "younger 
sister"  even  though  they  are  not  related  in  any  way.  However,  respect  often  overrides  actual 
age,  and  two  women  of  approximately  the  same  age  will  call  each  other  "older  sister". 

Young  children  and  animals  are  often  referred  to  with  the  same  lexicon,  neither  having  the 
respect  one  owes  to  an  adult.  The  older  one  is,  the  higher  the  level  of  language  used  by  the 
younger  individual.  "Grandmother"  or  "grandfather"  is  restricted  to  the  most  venerable 
members  of  the  society. 

Children  may  be  named  in  accordance  with  advice  from  the  lay  leadership  of  the  Buddhist 
wat  (temple),  from  astrologers,  variants  upon  the  father's  name,  events  in  weather,  col- 
ors, the  number  of  the  child  in  the  family,  meaningful  cultural  or  religious  symbols,  or  val- 
ued personal  characteristics. 
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■  Diet 

Rice  is  the  staple  food  throughout  Southeast  Asia,  although  noodles  are  often  used  as  an 
alternative  base  for  meals.  Rice  is  served  at  every  meal,  and  some  Southeast  Asians  do  not 
feel  that  they  have  eaten,  no  matter  what  amount  of  food  was  consumed,  unless  rice  was  the 
centerpiece. 

Along  with  rice,  in  fortunate  times  (and  not  all  times  have  been),  bite-sized  pieces  of  pork 
(except  for  Muslims),  chicken,  duck,  fish,  and  eel  are  prepared  by  stir-frying,  sauteing,  boil- 
ing, broiling,  or  are  included  in  soups.  Rarely  is  beef  eaten.  Vegetables  include  bok  ehoy 
(Chinese  cabbage),  carrots,  onions,  tomatoes,  peppers,  cucumbers,  and  a  variety  of  easily 
grown  greens.  Fruits  are  plentiful  throughout  most  of  Southeast  Asia,  especially  bananas, 
oranges,  papayas  and  mangoes.  Seasonings  include  cardamom,  garlic,  ginger,  salt,  pepper, 
lemon  grass,  curry,  saffron,  cinnamon,  mint,  and  sesame.  Gelled  pork  blood  is  a  particular 
treat  for  some  members  of  these  groups,  and  would  seem  to  provide  additional  iron  to  (he 
diet. 

Dairy  products  such  as  milk,  cheese,  and  butter,  or  ghee,  are  not  used  by  Southeast  Asians, 
most  of  whom  do  not  have  the  intestinal  enzymes  necessary  to  digest  milk  sugar,  or  lactose. 
Beverages  include  coconut  juice,  tea.  coffee,  fruit  juices,  and  carbonated  sodas  when  and 
where  available. 

Foodstuffs  are  purchased  fresh  daily,  first  thing  in  the  morning,  from  open-air  markets  in 
larger  village  areas.  There  is  no  refrigeration  in  most  areas  of  Southeast  Asia,  and  animal 
products  must  be  prepared  as  soon  as  possible  to  avoid  spoilage.  Fish  are  often  a\  ailable  still 
alive,  literally  flipping  out  o\~  the  basket,  since  they  are  caught  by  nets  or  wicker  traps  and 
kept  in  water  until  they  are  sold. 

Meals  are  taken  in  family  groups,  usually  on  mats  rolled  out  on  platforms  for  the  occasion. 
The  Vietnamese  reflect  longstanding  French  influence  by  preferring  tables  for  dining.  Among 
all  of  the  ethnic  groups,  only  the  Vietnamese  and  the  ethnic  Chinese  habitually  use  chop- 
sticks for  dining.  The  other  groups  use  spoons  and  sometimes  forks  to  place  small  portions 
of  foods  from  common  serving  bowls  into  their  own  rice  bowls.  Eating  is  done  with  the 
spoon  or  sometimes  the  fingers.  Meal  time  is  an  intimate  and  graceful  time  for  Southeast 
Asians,  honoring  the  "gift"  that  food  truly  is,  the  time  that  the  mother  has  spent  in  preparing 
the  meal,  and  the  welcome  escape  from  the  manual  labor  which  demands  the  balance  of  the 
day. 

A  "good"  meal  will  include  rice,  some  meat  or  fish,  soup,  and  at  least  one  bowl  of  cooked 
vegetables.  Raw  vegetables  are  not  considered  healthy  to  eat  and  have  been  accused  of 
causing  everything  from  diarrhea  to  typhoid.  Sweet  desserts  mark  special  occasions. 

■  Time  and  Space 

As  one  might  expect  among  primarily  rural  peoples,  time  is  cyclical  and  seasonal  at  the 
macro  level,  measured  in  Southeast  Asia  by  the  rainy  season  and  the  dry  season  dictated  by 
the  annual  monsoons.  Since  Cambodia,  Laos  and  Vietnam  have  much  of  their  land  mass  10 
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to  30  degrees  above  the  equator,  night  and  day  are  of  virtually  equal  length  year  round.  House- 
holds arise  and  prepare  breakfast  at  dawn,  go  to  the  fields  or  the  market,  and  return  to  their 
homes  at  1 1 :00  for  a  midday  meal.  The  hottest  part  of  the  day,  from  1 1 :00  a.m.  to  2:00  p.m., 
is  spent  in  rest  out  of  the  sun.  After  a  second  period  of  work  throughout  the  afternoon,  the 
evening  meal  is  prepared.  During  periods  when  the  harvest  is  in  and  there  is  free  time,  the 
evenings  are  spent  socializing  with  fellow  villagers  until  an  internal  clock  tells  them  it  is  time 
to  retire  to  their  homes  to  sleep. 

Although  many  adults,  especially  males,  do  have  wrist  watches,  they  are  more  for  cosmetic 
purposes  than  for  any  urgency  about  time.  The  day  is  roughly  divided  into  periods  corre- 
sponding to  sunrise,  meals,  and  sunset.  The  day  begins  at  dawn  rather  than  at  midnight,  and 
specific  minutes  and  hours  are  not  particularly  important.  Nonetheless,  children  do  arrive  at 
school  on  time  and  agreed-upon  meetings  are  kept  within  soft  time  parameters. 

■  Health  and  Healing 

As  in  any  predominantly  rural  region  where  scientific  medical  care  is  usually  nonexistent, 
Southeast  Asians  have  had  to  rely  on  their  own  skills  in  identifying  the  causes  and  cures  of 
diseases  and  traumata.  Imbedded  in  both  material  and  spiritual  contexts,  these  paradigms  of 
illness  reflect  causative  and  remedial  agencies  from  both  spheres.  Diseases  can  be  naturally 
induced,  by  "bad  air",  "bad  blood",  too  much  "heat"  or  too  much  "cold"  in  the  body,  or  by 
"wind",  apparently  a  current  of  the  bloodstream,  which  may  be  "bad"  or  "stuck".  Alterna- 
tively, diseases  can  be  spiritually  induced  either  by  one's  own  personal  karma,  consequences 
of  actions  in  past  lives  or  in  this  one,  by  one  of  a  host  of  spirit  entities  whom  one  has  inten- 
tionally or  inadvertently  offended,  including  one's  own  ancestors,  or  by  sorcery. 

Diagnosis  and  treatment  follow  logically  into  one  sphere  or  the  other,  or  sometimes  both  in 
succession.  "Natural"  diagnosticians  may  include  herbalists,  "pharmacists",  acupuncturists, 
injectionists,  traditional  medicine  men  or  women,  midwives,  massage  therapists,  and  indi- 
viduals who  through  military  service  have  acquired  some  clinical  knowledge.  Their  remedies 
may  include  processes  by  which  "hot"  blood  is  brought  to  the  epidermis  for  cooling  by  the 
energetic  rubbing  of  a  coin  (Pictures  1-3)  or  spoon  in  parallel  lines  along  the  spine,  rib  cage 
and  neck,  "cupping",  (Pictures  4-6)  suctioning  with  a  glass  bottle  or  horn  in  which  a  vacuum 
has  been  created,  or  smart  pinching  (Pictures  7-9)  across  the  upper  chest  or  between  the 
eyebrows.  Vigorous  massage,  warm  baths,  herbal  teas  and  mentholated  liniments  are  often 
used  in  conjunction  with  carefully  balanced  combinations  of  herbs  and  other  products  in  pel- 
let-sized pills.  (The  unlimited  access  to  antibiotics  and  even  intravenous  solutions  in  urban 
areas  has  led  to  dangerous  self-diagnosis  and  medication  among  many  Southeast  Asians,  who 
then  cannot  understand  the  caution  with  which  such  items  are  regulated  here). 

A  "cold"  condition  of  the  stomach,  intestinal  track,  or  groin  manifesting  in  diarrhea,  cramp- 
ing, nausea,  or  hernia,  may  be  tarred  by  moxibustion,  (Pictures  10-12)  a  technique  whereby 
an  herbal  substance  (moxa)  is  heated  on  or  near  the  affected  region  (typically  the  periumbilical 
area),  introducing  "heat"  while  dissipating  the  "cold"  condition.  In  the  Chinese  practice  of 
moxibustion,  a  slice  of  ginger  or  a  pinch  of  salt  is  place  on  the  skin  (over  an  identified  acu- 
puncture point)  before  the  moxa  is  applied.  In  such  cases  the  skin  is  not  in  contact  with  the 
moxa  and  no  lesion  results. 
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COIN        RUBBING 


Picture  2 


Coin  rubbing  is  used  by  South- 
east Asians  to  treat  cough,  colds, 
fever,  muscle  cramps  and  a  host 
of  other  ailments.  Trie  process  in- 
volves the  rubbing  of  a  camphor- 
ated waxy  salve  (tiger  balm  or 
monkey  balm)  (Picture  1)  on  the 
skin,  which  is  then  firmly  stroked 
with  the  edge  of  a  coin  (Picture 
2),  usually  a  quarter.  Some 
people  prefer  to  use  a  spoon  for 
this  process  instead  of  a  coin. 
The  procedure  is  performed  on 
the  neck,  back,  chest,  inside  up- 
per arm,  shoulder,  or  abdomen, 
stroking  downward  and  away 
from  the  head.  When  performed 
on  the  back,  parallel  marks  on 
either  side  of  the  spine  are  fol- 
lowed by  parallel  strokes  follow- 
ing the  rib  cage.  The  resulting 
marks  are  patterned  red  "stripes 
(Picture  3)  which  may  remain 
longer  than  a  week.  It  is  believed 
that  the  darker  the  marks,  the 
sicker  the  individual  is. 


CUPPING 


Picture  4  Picture  5  Picture  6 

Cupping  is  used  throughout  Southeast  Asia  and  the  Middle  East  as  a  remedy  for  headache,  fever, 
colds,  or  cough.  The  process  involves  creating  a  low  pressure  or  vacuum  inside  a  small  glass  or 
hourglass-shaped  cup  by  burning  rubbing  alcohol,  a  tiny  candle,  or  paper  inside  it.  The  glass  is  then 
quickly  placed  on  the  patient's  head  (Picture  4),  back,  or  shoulder  where  it  remains  for  up  to  30 
minutes  (Picture  5).  The  result  is  a  round,  purple  or  deep  red  area  which  may  persist  for  several  days 
(Picture  6).  The  skin  is  not  burned  or  cut  and  this  procedure  leaves  no  permanent  marks. 


PINCHING 

Wt\ 

Picture  7 

Pinching  is  an  alternative  to  coi 
toms.  The  process  involves  the 
or  on  the  chest  with  the  secon 
snapping  motion  is  used.  Gener 
in  this  case  the  knuckles  were  c 
pinching,  while  Vietnamese  pert c 
erally  use  pinching  on  the  neck, 
windpipe.  While  not  so  common 
welts  describe  an  obvious,  very 

Picture  8 

i  rubbing  as  a  treatment  for  head 
-epeated  pinching  of  the  skin  bet\ 
d  knuckles  of  the  index  and  mid 
ally,  tiger  balm  or  monkey  balm  i 
ipped  in  water  before  each  pincr 
>rm  it  almost  exclusively  between 
where  two  or  three  vertical  lines 
,  chest  pinching  is  also  performe 
regular,  pattern  (Picture  7  &  9). 

Picture  9 

ache,  colds,  pain,  and  flu  symp- 
veen  the  eyebrows,  on  the  neck, 
die  fingers  (Picture  8).  A  quick, 
s  used  to  lubricate  the  skin,  but 
ing.  Laotians  rarely,  if  ever,  use 
the  eyebrows.  Cambodians  gen- 
are  pinched  on  each  side  of  the 
d  by  Cambodians.  The  resulting 
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MOXIBUSTION 


Moxibustion,  or  "burning",  is 
used  by  Southeast  Asians  to 
treat  abdominal  pain,  cramp- 
ing, diarrhea,  or  other  ailments 
such  as  ulcer  or  hernia.  While 
different  degrees  of  actual 
contact  with  the  skin  are  used, 
in  all  cases  an  herb  (moxa)  is 
slowly  smouldered  near  or  on 
the  abdominal  wall  in  the 
periumbilical  area,  on  the 
chest,  or  on  the  back.  The  herb 
may  be  formed  into  a  cigar- 
shaped  cylinder  (Picture  10  & 
12)  or  a  small  pellet.  An  in- 
cense stick  may  be  used  in- 
stead. If  the  burning  herb  does 
come  into  direct  contact  with 
the  skin,  lesions  resembling 
cigarette  burns  will  result. 
Such  marks  generally  form  a  pattern  of  4,  6,  or  8  marks,  or  may  resemble  a  pyramid  formation 
(Picture  1 1).  In  Southeast  Asia,  this  process  may  be  exorcistic  and  is  accompanied  by  prayers  to 
drive  out  injurious  spiritual  forces.  It  is  believed  that  the  treatment  must  be  performed  by  a 
person  who  is  spiritually  "good"  in  order  to  be  effective. 


Picture  1 1 


Picture  12 


PROTECTIVE  DEVICES 


Picture  15 


Southeast  Asian 
cultures  employ  a 
variety  of  protec- 
tive devices  to 
ward  off  harm  or  to 
safeguard  the  indi- 
vidual. Among 
Cambodian  adult 
males,  tatooing 
(Picture  13)  of  the 
upper  chest  and 
back  with  sacred 
chants  and  sym- 
bols is  thought  to 
protect  soldiers 
from  bullets.  Laotians  frequently  wear  "blessing  strings" 
(Picture  14)  on  one  wrist  to  protect  them  from  illness  or  to  aid 
the  healing  process.  They  may  also  mark  a  special  occasion 
such  as  a  marriage  or  New  Year.  Such  strings  are  tied  around 
the  person's  wrist  by  the  family  elder  or  by  a  Buddhist  monk 
and  are  considered  sacred.  Cutting  the  string  releases  the  pro- 
tective spirit  and  is  considered  disastrous.  Cambodians  chil- 
dren may  wear  amulet  around  the  waist.  Asians  of  all  ages  wear 
Buddhist  pendants  (Picture  15)  around  the  neck,  much  as  West- 
ern Christians  wear  crosses  or  religious  medals.  All  of  these 
strings,  cords,  beads,  or  amulets  are  deeply  revered  and  should 
not  be  removed  by  caregivers.  In  the  event  that  such  removal  is 
necessary,  the  parent  of  a  child  should  be  asked  to  untie  the 
strings  or  cords.  Adults  wearing  them  should  remove  them  them- 
selves. 
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On  the  other  hand,  among  some  Cambodians  these  illnesses  are  not  attributed  to  systemic 
imbalance  but  to  negative  spiritual  forces.  In  this  situation  the  intervention  is  exorcistic,  the 
spirit  force  being  encouraged  to  leave  the  patient  by  actually  blistering  the  skin.  The  result- 
ing lesions  resemble  cigarette  burns  and  may  leave  permanent  scars.  While  this  practice  is  in 
no  way  intentionally  abusive,  the  practitioner  and  the  patient  should  be  strongly  advised  to 
utilize  other,  non-invasive,  healing  methods.  The  possibility  of  infection  and  subsequent 
complications  should  be  impressed  upon  the  patient,  with  appropriate  care  of  any  existing 
lesions  emphasized. 

Diet  is  always  monitored  when  one  is  ill,  and  certain  conditions  require  foods  and  beverages 
consistent  with  the  goals  of  eliminating  or  restoring  heat  to  the  body.  Foods  and  beverages 
are  considered  "hot"  or  "cold"  without  reference  to  temperature  or  even  spiciness.  The 
actual  rationale  for  such  designations  is  probably  based  on  perceived  reactions  within  the 
body,  and  may  reflect  Ayurvedic  and/or  Taoist  philosophies  of  systemic  balance. 

Taking  medical  supplements  into  the  body  is  generally  well  regarded,  and  vitamins,  injec- 
tions of  antibiotics,  and  infusions  of  blood  or  saline  are  welcome.  However,  taking  some- 
thing out  of  the  body,  as  in  blood  for  laboratory  analysis  or  an  organ  in  surgery,  is  sure  to 
make  the  Southeast  Asian  patient  feel  that  he  or  she  has  lost  energy  and  part  of  the  life  force. 
Chronic  malaise,  weakness,  and  headaches  may  follow  such  a  procedure. 

"Spiritual"  diagnosticians  may  include  a  wide  range  of  traditional  spirit  healers,  shamans, 
sorcerers,  trance  mediums,  and  sometimes  Buddhist  monks  through  whom  spirits  "speak". 
Causes  may  be  identified  as  karmic,  the  results  of  negative  actions  boomeranging  into  the 
next  life:  possession  by  negative  spirits  who  must  be  forced  out  of  the  body  by  beating, 
massaging,  blowing,  or  exhortation;  the  loss  of  the  soul,  which  must  be  found  and  returned 
by  a  shaman;  the  vengeance  of  a  territorial  spirit  whom  one  has  failed  to  propitiate  in  a  timely 
manner;  unsettled  ghosts;  and  sorcery.  Monks  are  sometimes  called  upon  to  bless  a  home  or 
a  person  with  lustral  (blessed)  water  which  is  sprinkled  in  and  around  the  house  and  on  the 
person's  body  for  protection.  This  is  accompanied  by  chants  from  Buddhist  texts  which  are 
purported  to  admonish  and  soothe  unsettled  spirits. 

Many  times,  special  amulets  and  charms,  (Pictures  13-15)  are  used  to  help  ensure  safety. 
Among  the  Lao,  "blessing  strings"  of  blessed  cord  or  strips  of  white  fabric  are  tied  around  the 
wrists,  and  sometimes  the  neck,  by  monks  or  family  elders  to  help  ward  off  sickness  or 
danger  during  transitional  periods  in  life.  Among  the  Cambodians,  pieces  of  soft  metal  are 
engraved  with  Pali  or  Sanskrit  mantras  (sacred  sayings),  rolled  into  tubes,  and  threaded  onto 
chains  which  are  worn  around  the  neck.  Virtually  every  Cambodian  baby  will  have  such  a 
protective  device,  and  also  may  have  a  cord  around  his  waist.  Cambodian  males  who  were  in 
military  service  often  have  tatoos  of  sacred  mantras  and  designs  engraved  on  their  backs, 
chests,  and  at  key  joints  such  as  the  elbows  and  knees.  Dreams  are  given  high  credibility 
among  many  Southeast  Asians,  especially  if  the  content  is  vivid  and  salient.  Plans  are  made 
and  changed  based  on  particularly  realistic  or  compellingly  symbolic  dreams.  Among  some 
who  have  access  to  astrologers,  horoscopes  too  are  considered  predictive  and  relatively  com- 
pelling. 
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The  concept  of  "mental  health"  is  totally  alien  to  Southeast  Asians,  who  do  not  share  the 
exclusively  Western  dichotomy  between  body  and  mind.  Aberrant  behavior  is  considered 
"crazy"  and  is  a  cause  of  shame  for  the  family  in  which  it  occurs.  Such  individuals  are  often 
kept  out  of  public  view  or  at  best  are  treated  by  native  shamans  or  monks.  Spirit  possession 
or  sorcery  are  usually  blamed  for  the  condition,  although  it  is  sometimes  judged  to  be  heredi- 
tary. In  this  case,  the  marriageability  of  young  people  in  the  family  is  jeopardized. 

Depression,  crying,  nightmares,  withdrawal,  irrational  fears  and  other  very  common  mani- 
festations of  Post  Traumatic  Stress  Syndrome  are  borne  in  stoic  silence.  The  notion  of  coun- 
seling or  therapy  is  not  only  totally  foreign,  but  is  rejected  because  it  involves  sharing  embar- 
rassing (face  breaking)  incidents  with  others.  Again,  the  value  of  internal  harmony,  family 
dignity,  and  the  appearance  of  well-being  discourage  admitting  this  sort  of  problem. 

Traditionally,  such  concerns  were  shared  and  solved  only  within  the  close  family  circle  where 
elders  gave  advice.  Sometimes  the  achar  (lay  teacher)  or  monk  from  the  wat  (temple) 
would  be  enlisted  as  a  "counselor".  In  this  country,  when  such  resources  may  not  be  avail- 
able, social  workers  can  sometimes  gain  the  confidence  of  an  individual  (especially  a  woman), 
by  saying,  in  effect,  that  she  will  be  the  client's  "adopted  big  sister"  or  "adopted  mother". 
This  is  a  paradigm  which  is  familiar  and  acceptable  to  Southeast  Asian  women,  who  will 
then  open  themselves  freely  to  the  social  worker  or  counselor.  Such  personal  involvement 
runs  against  the  Western  model  of  contractual  counseling,  but  is  essential  for  therapeutic 
intervention  with  this  population. 

Similar  constraints  apply  to  incidents  of  spouse  abuse  and  child  abuse.  The  fear  of  police 
involvement  and  consequent  "losing  face"  in  the  community,  or  actual  indictment  and  incar- 
ceration of  the  offender,  are  clear  restrictions  on  reporting.  An  Asian  woman  would  be  ex- 
tremely reluctant  to  seek  shelter  outside  her  home,  even  if  battering  were  severe.  Divorce  is 
culturally  permitted,  but  the  wife  and  children  then  face  not  only  economic  hardship,  but  the 
possibility  of  physical  reprisal  from  her  ex-husband.  Family  counseling  suffers  the  same 
constraints  as  personal  counseling  —  airing  family  problems  outside  the  home  is  unaccept- 
able. 

Consequently,  many  Southeast  Asians  present  to  physicians  with  vague  complaints  of  "head- 
ache", "nerves",  or  a  variety  of  psychosomatic  ailments  which  ultimately  prove  to  be 
psychogenic  in  nature.  A  skillful  care  provider  may  be  able  to  refer  this  patient  to  a  "special- 
ist" who  is  in  fact  a  counselor  or  psychologist.  Utmost  sensitivity  must  be  accorded  this 
client,  whose  whole  cultural  background  forbids  divulging  "family  matters"  or  any  sign  of 
mental  instability. 

Among  most  Southeast  Asians,  there  is  a  wonderfully  positive  assumption  of  health  and  well- 
being.  The  focus,  therefore,  is  on  curative  rather  than  on  preventive  measures  in  health  care, 
and  there  is  a  reluctance  to  endure  even  brief  discomfort,  as  in  immunizations  or  check-ups,  if 
there  is  no  sign  of  disease.  Further,  symptoms  are  equated  with  disease,  and  once  the  symp- 
toms disappear,  it  is  assumed  that  the  disease  is  gone.  This  basic  reluctance  to  access  cosmo- 
politan medicine  in  the  United  States  is  exacerbated  by  profoundly  negative  experiences  which 
some  Southeast  Asians  have  experienced  when  their  traditional  healing  modalities,  such  as 
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coin  rubbing  and  cupping,  have  been  misinterpreted  as  child  abuse.  These  misinterpreta- 
tions, when  followed  by  police  activity,  have  resulted  in  suicide  (a  Vietnamese  father  in 
California),  in  murder/suicide  (a  Hmong  husband  and  wife  in  Wisconsin),  and  in  desperate 
fear  throughout  the  entire  population. 

When  any  sort  of  health  facility  is  available  to  native  Southeast  Asians,  it  is  open  to  unsched- 
uled visits  during  daylight  hours.  No  appointments  are  necessary.  There  is  no  sense  of 
"partnering  for  health",  and  the  care  provider  is  not  only  assumed  to  be  able  to  diagnose  and 
treat  the  ailment  with  little  or  no  history  or  testing,  but  to  be  completely  responsible  for  the 
course  of  treatment.  Such  a  paternalistic  model  of  health  care  makes  the  contemporary 
cosmopolitan  model  of  collaborative  wellness  virtually  unintelligible  to  refugee  populations 
in  this  country.  The  introduction  of  this  concept  into  the  ethnic  communities  is  essential  for 
healthy  self-management  and  preventive  health  maintenance. 


Text  and  pictures  are  re-printed  with  permission  of  Shari  S.  Ratlitt,  M.A.,  Ph. DC,  Cambodian  Humanitarian  Foundation. 
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ULTURAL  ORIENTATION 


■  PURPOSE 

The  purpose  of  this  section  is  to  establish  a  frame  of  reference  about  Southeast  Asian  cul- 
tures. When  working  with  Southeast  Asians,  one  must  be  well-educated  in  three  basic  areas, 
namely:  the  geographical  composition  of  Southeast  Asia,  the  refugee  experience,  and  the 
acculturation  of  Southeast  Asians  in  America.  To  assist  the  reader  in  becoming  more  famil- 
iar with  the  history  and  culture  of  Southeast  Asians,  the  following  readings  and  exercises  are 
provided. 

■  OBJECTIVES 

To  describe  how  cultural  factors  influence  the  health  care  practices  or  behaviors  of  Southeast 
Asians,  and 

To  identify  at  least  two  similarities  held  in  common  and  two  differences  between  Southeast 
Asian  cultures  and  the  trainer's  own  culture. 

■  ACTIVITIES 

Read  the  following  section,  "Understanding  Southeast  Asian  Cultures",  written  by  Shari 
Ratliff ,  M.  A.,  Ph.DC,  Founder  of  the  Cambodian  Humanitarian  Foundation.  Ms.  Ratliff  has 
been  instrumental  in  establishing  clinics  in  villages  in  Cambodia  and  in  developing  training 
for  health  workers  who  then  become  an  integral  part  of  the  service  delivery  system  within 
these  villages.  Through  this  chapter,  the  trainer  will  receive  an  overview  of  the  geographi- 
cal, social  and  religious  backgrounds  of  SoutheastAsian  communities. 

After  reviewing  this  chapter,  the  trainer  may  wish  to  further  cultural  understandings  by  means 
of  the  following  activities: 

A.  Prepare  a  map  of  Southeast  Asia  and  ask  each  participant  to  show  their  country  of 
origin  or  that  of  their  ancestors. 

B.  Divide  the  participants  by  ethnic  group  and  ask  each  group  to  take  15  minutes  to 
discuss  their  culture  and  homeland.  Each  group  will  present  some  information  of  the 
following: 

1 .  A  brief  history  of  their  place  of  origin  in  terms  of  political,  social,  and 
economic  situations 

2.  Some  traditional  customs  in  terms  of  how  they  name  their  children,  dietary 
habits,  clothing,  holidays,  etc. 

C.  There  are  a  number  of  concepts  that  are  different  between  Asia  and  America.  A 
handout  is  provided  to  look  at  the  these  differences  from  the  Asian  point  of  view. 
The  trainer  can  review  this  list  with  the  participants.  If  time  permits,  participants  are 
asked  to  provide  some  examples  to  illustrate  these  differences  further. 

(Take  a  15  minutes  break  and  offer  some  familiar  snacks) 
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D.  Perceptions  of  health  and  illness  also  differ  greatly  between  the  two  world  views. 
The  obvious  problem  is  that  health  care  systems  in  America  often  impose  their 
perceptions  of  health  and  illness  upon  those  holding  different  beliefs.  In  addition. 
Southeast  Asians  may  embrace  traditional  practices  without  knowing  the  potential 
danger  of  some  customs.  American  providers  and  Southeast  Asian  community 
members  must  share  with  each  other  the  customs,  traditions  and  beliefs  that  each 
hold  regarding  health,  illness  and  healing.  This  will  better  enable  providers  to  plan 
and  deliver  culturally  appropriate  services  to  the  community. 

E.  Both  traditional  healing  and  modern  medical  practices  have  strengths  and  weak- 
nesses. The  Health  Advocates  will  help  people  examine  new  and  old  ways  of 
looking  at  health,  illness  and  healing  in  order  to  prevent  harmful  practices.  Health 
Advocates  can  also  help  the  Western  practioners  preserve  the  cultural  beliefs  and 
customs  that  are  harmless  to  Southeast  Asians. 

F.  To  continue  the  effort  of  building  a  trusting  relationship,  the  following  suggestions 
can  help  show  respect  to  the  community: 

1.  Ask  the  participants  to  give  examples  of  traditional  or  home  remedies  for 
health  promotion  and  disease  prevention. 

2.  Invite  traditional  healers,  medicine  persons,  herbalists,  massage  therapists, 
shamans  or  any  other  persons  identified  by  the  community  as  experts  in  health 
matters  to  provide  a  demonstration  or  to  lead  the  group  in  discussion  of  tra- 
ditional health  practices. 

3.  Use  roleplay  to  show  participants  ho\t  the)  can  build  on  traditional  customs 
and  beliefs  rather  than  abandoning  harmless,  old  practices.  Also,  help  par- 
ticipants understand  that  not  everything  in  America  is  healthful  or  beneficial 
either.  Examples  might  include  junk  foods,  substance  use  and  abuse,  etc. 

4.  Identify  slides,  video  productions  and  educational  materials  depicting  Asian 
cultural  practices.  The  trainer  can  use  these  materials  for  personal  growth 
or  for  group  activities. 


■     Equipment,  Materials  and  Aids 

The  following  videos  are  available: 


"No  More  Mountains:    The  Story  of  the  Hmong" 

"China:    The  Land  and  the  People" 

"Southeast  Asia:    Lands  and  Peoples" 

"The  Best  Place  to  Live:  A  Personal  Story  of  the  Hmong  Refugees  from  Laos' 

"A  New  Year  for  the  Mien" 

"Vietnamese  Buddhism  in  America" 

"The  Survival  of  Southeary  Sou" 

University  of  Minnesota 
Continuing  Education  and  Extension 
University  Film  and  Video 
1313  Fifth  Street  South  East,  Suite  108 
Minneapolis,  Minnesota  55414 
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Also  available: 


Southeast  Asia:   The  Land,  The  People,  The  Culture" 

from  26-minute  VHS,  $60 

Southeast  Asian  Genetics  Program 

Dr.  Kenneth  Durmars 

University  of  California  Medical  Center,  Bldg  27 

Route  81,  101  City  Drive  South 

Orange,  CA  92688 
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MPORTANT  STEPS  FOR  PLANNING  THE  SOUTHEAST  ASIAN  COMMUNITY  HEALTH 
ADVOCATE  TRAINING  PROGRAM 


A.  Determine  the  needs  perceived  within  the  community.  It  is  important  to  consider 
what  matters  the  most  for  the  community  in  order  to  establish  a  trusting  relationship. 
It  takes  time  to  develop  this  trusting  relationship  between  community  and  non-com- 
munity members.  This  is  true  not  only  for  majority  providers  working  with  South- 
east Asian  clients,  but  for  Southeast  Asians  working  across  ethnic  groups 

B.  Determine  who  the  existing  or  potential  leaders  are  within  the  community.  Some- 
times, significant  family  members  may  be  included.  For  instance,  women  from  the 
Hmong  community  may  be  accompanied  by  their  husbands,  or  a  second  generation 
member  of  a  community  ma\  come  with  an  elder  person  as  a  sign  of  support  or 
approval. 

C.  Determine  the  experts  and  resource  people.  This  may  include  children,  adolescents 
or  elder  persons,  if  they  are  part  of  the  learning  activities. 

D.  The  day  of  the  week,  time  of  day,  number  of  weeks  the  training  program  will  last  and 
the  frequency  of  classes  per  week  need  to  be  flexible  to  maximize  participation. 
Sessions  must  be  held  during  flexible  times,  such  as  in  the  evening,  after  work  or  on 
the  weekend.  Meeting  times  should  not  conflict  with  dinner  times,  because  this  is  an 
important  time  for  Asian  families  and  requires  the  women  to  prepare  the  food.  Plan 
the  training  schedule  with  the  participants  to  ensure  appropriate  timing. 

In  addition,  because  of  the  difference  between  time  orientation  in  Eastern  and  West- 
ern cultures,  the  reception  time  prior  to  the  actual  training  must  be  relatively  long. 
Asian  participants  may  not  adhere  to  Western  concepts  of  specific  meeting  times. 

E.  The  site  of  the  training  is  very  important.  Consideration  must  be  given  to  bus-line 
access,  safety  and  familiar  environments.  Transportation  should  be  arranged  as 
needed.  The  training  can  take  place  at  a  comfortable,  accessible  and  informal  com- 
munity-related setting  such  as  a  temple,  church,  park  and  recreation  center,  school 
auditorium  or  private  home. 

F.  Due  to  the  diversity  in  the  language  skills  and  education  levels  of  the  trainees  and  the 
readiness  of  the  trainers,  the  specific  program  must  be  flexible  enough  to  reflect 
reasonable  expectations.  The  focus  of  the  training  objectives  is  dependent  on  level 
of  readiness  for  each  group. 

To  meet  the  language  needs  of  participants,  it  is  helpful  if  the  trainer  has  some  form 
of  orientation  on  english  as  a  second  language  classes,  on  how  to  use  interpreters 
effectively  and  on  the  essential  concepts  of  adult  learning.  Repetition  of  material  is 
needed,  since  information  presented  to  the  trainees  is  new.  Repetition  enables  par- 
ticipants to  understand  and  internalize  words  into  practice. 
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G.  There  are  a  number  of  teaching  approaches  that  work  well  with  Southeast  Asian 
Health  Advocates.  These  include  but  are  not  limited  to  story-telling,  role  playing, 
field  trips  and  hands-on  experience.  Lectures,  films  and  slide  presentations,  espe- 
cially those  with  statistics,  are  more  European  approaches  to  education  and  may  be 
less  effective  methods  of  teaching  Southeast  Asian  ethnic  groups.  To  be  well-re- 
ceived, technical  information  should  be  presented  in  a  simple  form. 

H.  Eating  is  a  natural  part  of  group  activity  among  Southeast  Asian  communities.  Con- 
sideration must  be  given  to  serving  ethnic  food  as  refreshment  whenever  appropri- 
ate. 

I.  Awards  provide  incentive  to  attend  the  training.  Sometimes,  they  may  be  offered  for 

the  participants,  but  they  may  also  be  for  the  participants'  spouse,  children  or  gen- 
eral household  needs.  Always  plan  incentives  that  are  valued  by  the  participants  and 
not  necessarily  the  trainers  or  the  training  program.  A  certificate  of  participation, 
although  a  source  of  pride  in  American  culture  is  not  as  effective  an  incentive  for 
Southeast  Asian  participants.  A  small  stipend  or  gift,  such  as  rice  and  oil,  is  probably 
more  appropriate.  Other  effective  rewards  include  money,  toys,  groceries  and  gifts. 
Trainees  may  also  enjoy  being  honored  at  a  recognition  luncheon  or  dinner  at  the  end 
of  a  project  period.  This  encourages  toward  further  involvement. 

J.  Identifying  training  facilitators  prior  to  the  CHA  Training  will  be  helpful.  The  role 

of  facilitator  is  to  lend  support  to  the  trainees,  to  paraphrase  in  the  participants'  lan- 
guage what  the  trainer  says  and  to  ask  for  clarification  from  the  trainer  if  necessary. 
Bilingual/bicultural  staff  persons  of  the  agency  are  well  suited  for  the  role  of  facili- 
tator. Such  people  will  know  the  ethnic  community  and  language  as  well  as  the 
agency's  mission  and  purpose  of  the  program.  A  person  with  this  knowledge  facili- 
tates well  for  the  trainers  and  the  trainees. 

K.  The  trainers  must  be  highly  skilled  facilitators  who  have  community  trust  and  are 
able  to  recognize  and  manage  underlying  issues  that  may  surface  as  a  result  of  the 
training.  Furthermore,  the  trainer  must  be  sensitive  to  attitudes  that  exist  within  and 
between  ethnic  groups. 

L.  If  women  are  involved  in  the  training,  child  care  or  babysitting  arrangements  must 
be  included. 
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STABLISHING  ATRUSTING  RELATIONSHIP  -  A  HEALING  PROCESS 

■     PURPOSE 

The  true  meaning  of  training  or  education  is  transformation  (Hope,  1984).  Every  trainer 
should  know  that  passing  on  information  does  not  necessarily  mean  internalization.  In  the 
situation  with  adult  participants,  their  learning  style  is  different  from  children.  In  addition, 
because  of  cultural  diversity  and  language  barriers,  the  development  of  training  is  a  dynamic 
process;  and  it  is  a  mutual  learning  process  between  the  trainers  and  the  learners.  The  desir- 
able outcome  of  the  learning  experience  is  when  situations  are  improved  or  problems  are 
solved.  In  order  to  achieve  a  positive  learning  experience,  the  learning  climate  must  be 
based  upon  a  trusting  relationship  between  the  trainer  and  the  learners.  The  purpose  of  this 
section  is  to  address  the  issue  of  trust  between  the  Southeast  Asian  participants  and  the 
trainers  with  the  goal  of  enabling  the  Southeast  Asian  learners  to  "participate"  in  this  training 
through  a  trusting  relationship  and  safe  environment. 

Four  different  training  aspects  are  adapted  for  this  group1,  these  are: 

A.  Acceptance 

Participants  must  know  that  they  are  accepted  and  respected  for  who  they  are  before 
they  feel  free  to  talk  and  participate.  The  Southeast  Asian  community  is  very  con- 
cerned about  "face"  .  which  correlates  with  how  they  perceive  acceptance  from  the 
outside. 

B.  Sharing  Information  and  Concerns 

People  need  to  know  who  is  in  the  audience,  their  values,  ideas,  opinions  and  the 
agenda  of  the  group.  It  is  always  better  for  the  participants  to  decide  what  they  need 
to  know.  This  will  reduce  anxiety  and  help  to  build  trust.  The  trainer  should  also 
provide  some  baseline  information,  goals  and  objectives  and  the  rationale  of  the 
training.  While  the  overall  training  is  predetermined,  it  is  best  to  be  flexible  and  not 
to  impose  time  limits  and  information  requirements  onto  the  participants.  Adjust  the 
training  program  accordingly. 

C.  Setting  Goals 

In  order  to  achieve  a  desirable  outcome  from  the  training,  the  participants  must  have 
a  full  understanding  of  the  expectations  of  the  training.  More  importantly,  the  goal 
must  be  something  that  the  community  values.  Therefore,  the  trainer  must  first  be 
knowledgeable  of  some  baseline  cultural  beliefs  and  traditions  of  the  community. 
For  example,  infant  mortality  might  not  be  perceived  as  a  major  concern  by  the 
Southeast  Asian  community  because  they  have  better  birth  outcomes  here  in  the  U.S. 
than  at  home.  On  the  other  hand,  emerging  issues  such  as  raising  children  in  America 
or  substance  abuse  are  critical  issues  that  the  community  may  like  to  address.  It  is 
always  important  to  address  the  communities'  perceived  needs  while  educating 
members  about  needs  of  which  they  may  be  unaware. 


Hope  and  Timmel,  (1976)  Transformation 
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D.        Organizing  for  Action 

Evaluation  is  always  an  important  component  of  any  training.  There  are  many  ways 
to  do  this.  One  of  the  important  aspects  of  training  Advocates  is  to  empower  the 
community  with  knowledge  and  skills  in  order  to  impact  social  change  and  policy. 
With  the  participants  from  the  Southeast  Asian  community,  this  goal  is  found  to  be 
more  meaningful  if  it  is  measured  in  terms  of  group  action.  This  community  is  a 
group-oriented  society.  If  the  training  truly  allows  the  participants  to  determine  what 
the  subsequent  plans  are  and  how  to  improve  their  situations  or  solve  their  problems 
on  their  own  terms,  the  community  develops  a  great  sense  of  pride  and  empower- 
ment. 


When  these  four  aspects  are  considered  before  the  training,  it  is  likely  that  the  climate  will  be 
conducive  to  effective  learning. 


■  OBJECTIVES 

To  establish  culturally  acceptable  norms  for  the  training 

To  apply  four  training  aspects   that  will  attribute  to  a  trusting  environment  between  the 
trainers  and  the  learners. 

■  ACTIVITIES 

A.  Ask  participants  to  express  how  they  want  the  training  be  conducted. 

B.  Ask  participants  to  tell  a  story  about  their  lives  prior  coming  to  America. 

C.  Play  some  music,  provide  familiar  food  and  ask  participants  to  further  describe  their 
life  back  home.  Allow  sufficient  time.  Listen  with  humility. 

D.  Incorporate  traditional  rituals  or  ceremony  as  an  opening  of  the  training  event. 

E.  Provide  a  learning  climate  by  taking  into  consideration  the  following: 

1 .  Arrange  the  room  in  circle 

2.  Determine  the  size  of  the  group 

3.  Practice  active  listening 

4.  Be  aware  of  participants'  learning  style 

5.  Be  repetitious 

6.  Speak  slowly 

7.  Dialogue 

8.  Use  visuals,  models,  list  ideas  or  responses  on  newsprint 

9.  Provide  opportunity  for  hands-on  experience 
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Equipment,  Materials  and  Aids 


B. 
C. 


Predetermine  the  location  of  the  first  gathering  with  input  from  community  lead- 
ers. It  is  perfectly  acceptable  to  hold  a  meeting  at  the  home  of  a  community 
leader.  Be  sure  to  follow  traditional  customs  if  it  is  in  a  home  setting.  In  most 
Southeast  Asian  families,  shoes  are  taken  off  prior  to  entering  the  house.  It  is 
also  recommended  to  present  a  gift  as  a  friendly  gesture.  A  fruit  basket  is  a 
common  gesture  presented  to  the  host  family. 

If  it  is  in  an  office  building,  decorating  the  room  with  Southeast  Asian  arts  and 
crafts  will  enhance  the  environment. 

If  trainer  is  not  of  the  same  ethnic  background  as  the  participants,  interpreters 
must  be  provided.   Bring  along  a  bilingual  pamphlet  that  describes  the  purpose 
of  the  training. 
Keep  a  bilingual  dictionary  readily  available. 
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OMMUNITY  RESOURCES  AND  ASSETS 


■  PURPOSE 

Providers  might  not  be  aware  of  resources  within  the  Southeast  Asian  and  larger 
community,  which  can  be  helpful  in  the  planning  and  development  process  of  a 
community  training  program.  Expertise  and  technology,  such  as  health  and  mental 
health  professionals,  computers,  business  administration,  community  assets  such  as 
meeting  places  and  audio  visual  equipment  are  not  always  known  to  providers.  This 
section  furnishes  insight  on  how  to  identify  these  community  resources  and  assets  so 
that  they  can  provide  support  to  ensure  a  successful  training  program. 

■  OBJECTIVES 

To  identify  community  resources  and  assets. 

■  ACTIVITIES 

A.  Contact  the  local  Chamber  of  Commerce  to  identify  all  Asian  or  Southeast- 
Asian,  Asian-owned  businesses. 

B.  Contact  hospitals  or  clinics  within  the  community  to  identify  Asian  and  South- 
east Asian  professionals  such  as  physicians,  nurses,  social  workers,  mental  health 
counselors,  etc. 

C.  Contact  local  academic  libraries  to  find  out  what  kinds  of  bilingual  health- 
related  materials  are  available. 

D.  Look  into  the  telephone  directory  to  identify  ethnic  organizations. 

E.  Make  reference  to  the  local  Voluntary  Agency  Directory  to  identify  Asian-serv- 
ing agencies. 

F.  With  all  this  information,  complete  a  resource  list,  dividing  it  into  different 
categories.  As  the  trainer  develops  the  training  curriculum,  this  reference  will  be 
extremely  helpful  in  identifying  appropriate  resources  and  assistance. 

G.  These  resources  can  be  helpful  in  many  ways,  including  the  donation  of  meeting 
places,  food,  materials,  technical  assistance  or  even  participation  as  guest  speakers 
for  the  training.  Another  possible  contribution  from  these  community  resources 
will  be  their  support  and  sanction  of  the  training  program. 
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ELECTING  COMMUNITY  HEALTH  ADVOCATES 

■  PURPOSE 

This  section  addresses  how  to  identify  and  recruit  community  people  that  are  acceptable  to 
both  the  agency  and  the  community  for  the  role  of  Advocate. 

In  any  community,  the  leaders  and  members  of  the  group  are  most  appropriate  to  identify  the 
people  who  are  truly  trusted  and  respected.  Within  Southeast  Asian  communities,  specific 
concerns  must  be  addressed  in  choosing  individuals,  including  issues  of  gender,  age,  social 
status  and  hierarchial  standing.  If  the  right  people  are  not  chosen  to  become  Community 
Health  Advocates,  the  community  may  display  an  attitude  of  mistrust  toward  them,  and  the 
effectiveness  of  the  program  will  be  diminished.  Providers  may  not  have  the  information 
needed  to  choose  the  appropriate  people  for  this  role;  therefore,  the  trainers  must  rely  on 
community  leaders  and  members  to  identify  individuals  for  the  role  of  Advocate. 

■  OBJECTIVES 

To  identify  ways  to  choose  community  people  as  Health  Advocates,  and 

To  identify  issues  that  might  be  encountered  when  involving  the  community  at  large  in 
choosing  Community  Health  Advocates. 

■  ACTIVITIES 

A.  The  trainer  should  not  decide  for  the  community  who  should  or  should  not  be 
selected  as  Health  Advocates.  Rather,  meet  with  the  community  leaders  and  ask  the 
following  questions: 

1 .  What  are  the  health  needs  of  the  community? 

2.  Does  everyone  know  where  to  get  help  and  what  to  do? 

3.  What  kinds  of  help  will  the  community  need? 

4.  Who  can  best  be  trained  to  provide  the  kind  of  help  people  need? 

5.  What  kind  of  qualifications  should  the  person  have? 

B.  Within  the  context  of  this  guidebook,  provide  the  following  definition  for  the 
community  to  consider: 

A  Community  Health  Advocate  (CHA)  is  a  person  who: 

1.  was  born,  raised  and  is  now  living  in  the  Southeast  Asian  community  and 
actively  provides  help  and  guidance  to  families  in  such  areas  as  children's 
upbringing,  health,  and  daily  life. 

2.  is  willing  to  learn  more  about  how  to  improve  his  or  her  life  and  is  interested 
in  helping  others  by  sharing  what  he  or  she  knows. 

3.  advocates  to  improve  the  health  and  well-being  of  everyone  in  the 
community. 
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C.  Suggest  to  the  community  that  the  roles  of  the  Community  Health  Advocates  can  be 
as  follows: 

1 .  finding  new  families  in  the  community, 

2.  visiting  and/or  calling  new  families  if  possible, 

3.  identifying  the  needs  of  new  families,  and 

4.  offering  families  information  about  community  resources  and/or  contacting 
outreach  workers  for  help  in  solving  problems. 

D.  Concerted  efforts  must  be  made  to  ensure  that  the  chosen  persons  will  be  culturally 
acceptable  and  effective  in  their  roles  as  Health  Advocates.  Chosen  Advocates  should 
demonstrate  as  many  of  the  following  selection  criteria  as  possible: 

1 .  Respected  by  community  members 

2.  Vast  knowledge  of  the  community 

3.  Numerous  contacts  within  the  community 

4.  Concerned  about  the  problems  within  the  community 

5.  Compassionate  about  difficulties  the  families  encounter 

6.  Committed  to  improving  the  quality  of  life  in  the  community 

7.  Adequate  understanding  of  verbal  communication  in  English 

8.  Appropriate  life  experiences  to  deal  with  human  interaction 

9.  Demonstrate  honesty  and  good  judgement 

1 0.  Understand  and  respect  traditional  values  and  practices 

1 1 .  Humble  and  eager  to  learn;  open  to  new  ideas 

1 2.  Work  well  with  people  of  greatest  needs 

13.  Responsible  and  mature 

14.  Willing  to  achieve  social  justice  for  those  they  serve 

E.  Ask  the  community  to  participate  in  the  process  of  selection  so  that  they  move 
closer  to  becoming  responsible  for  matters  that  control  their  health.  Respect  com- 
munity decisions.  Allow  6  -  8  weeks  prior  to  the  actual  training  to  meet  with  the. 
community  and  initiate  the  selection  process. 

F.  Here  are  some  potential  problems  of  community  involvement  and  training  commu- 
nity members: 

1 .  A  powerful  community  leader  might  insist  on  selecting  relatives  or  close 
friends  to  serve  as  Advocates. 

2.  After  being  trained,  a  person  with  better  English  proficiency  might  leave  the 
program  if  a  better  opportunity  becomes  available. 

3.  Young  persons  may  be  chosen  by  the  community  because  the  community 
thinks  they  have  more  time  and  their  learning  skills  are  better.  These  indi- 
viduals might  lack  the  experience,  respect  from  the  community  or  sense  of 
responsibility  necessary  to  be  an  effective  Advocate. 
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4.  Good  candidates  might  be  difficult  to  recruit  because  they  might  have  full 
time  employment. 

5.  When  working  in  maternal  and  child  health,  women  Health  Advocates 
are  more  appropriate  than  men.  The  community  members  will  be  more 
comfortable  discussing  issues  of  women's  health  with  another  woman. 
However,  many  Southeast  Asian  families  recognize  the  father  or  grand- 
father as  the  primary  decision  maker  in  matters  concerning  the  family's 
health.  Support  must  be  given  to  women  in  Advocate  roles,  so  that  they 
can  be  respected  by  the  decision  makers  in  the  community. 

G.         1.  Within  the  Southeast  Asian  community,  traditional  healers,  herbalists, 

fortune  tellers  and  midwives  are  good  candidates  to  become  Health 
Advocates.  The  advantages  of  recruiting  them  include: 

a.  They  understand  the  relationship  between  spirituality  and 
healing  very  well,  which  is  important  in  Southeast  Asian  cultures. 
When  the  advocates  add  concepts  of  modern  medicine,  the  com- 
munity may  be  more  inclined  to  accept  the  new  practices. 

b.  They  are  well-respected  by  the  community  and  have  the  confi- 
dence of  the  people.  Their  efforts  for  the  community  are  usually 
gratified  not  by  monetars  means,  but  a  sense  of  mastery  and  pride. 

C.  They  know  the  culture  well,  so  the)  arc  in  a  good  position  to 
recognize  procedures  and  interventions  which  are  not  acceptable 
to  Southeast  Asian  cultures. 

2.  On  the  other  hand,  there  are  also  disad\  antages  of  using  "traditional  healers". 

These  may  include  the  following: 

a.  Because  of  the  concept  of  "face",  they  may  not  admit  that  their 
"traditional"  healing  methods  might  be  useless  or  inferior.  Also, 
they  might  not  feel  comfortable  asking  for  advice  because  they 
have  always  been  perceived  as  the  source  of  power  within  the 
community. 

b.  They  might  be  reluctant  to  evaluate  their  own  practices,  espe- 
cially if  there  is  profit  involved. 

C.  It  might  also  be  difficult  for  these  people,  who  are  used  to  tradi- 
tional healing  practices,  to  accept  a  Western  approach. 

To  achieve  a  positive  outcome  when  working  with  these  individuals,  the 
trainer  must  be  aware  of  these  cultural  factors,  and  most  importantly, 
have  a  good  understanding  and  appreciation  of  traditional  forms  of 
healing. 
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EARNING  HOW  ADULT  HEALTH  WORKERS  LEARN 

■  PURPOSE 

Teaching  adult  learners  to  learn  new  skills  and  knowledge  is  entirely  different  from 
teaching  children.  With  children,  the  teacher  will  focus  on  how  to  present  new  informa- 
tion to  the  students.  With  the  adults,  the  focus  should  be  on  learning.  Adults  will  choose 
what  they  wish  to  learn  based  on  the  perceived  importance  of  the  information,  their 
existing  attitude,  as  well  as  the  relevancy  of  the  information  to  their  lives.  Therefore, 
"traditional"  methods  of  learning  may  not  be  applicable  to  the  Health  Advocates.  In 
addition,  the  literacy  of  these  workers,  whether  in  English  or  their  native  languages,  will 
also  impact  their  learning  efficiency. 

In  developing  lesson  plans  for  this  type  of  adult  learner,  the  trainers  need  to  consider  the 
following: 

A.  understanding  the  values  of  education  and  relationship  within  Southeast  Asian 
communities, 

B.  creating  a  learning  climate, 

C.  viewing  the  subject  matter/problem  from  the  learner's  perspective, 

D.  stimulating  the  discussion  from  the  perspective  of  causes  and  solution,  and 

E.  encouraging  the  participants  to  develop  their  own  solution  and  action. 

■  OBJECTIVES 

To  identify  ways  to  present  information  to  adult  learners. 

■  ACTIVITIES 

A.        Different  persons  have  different   learning   styles,    so  ask  the  participants  to 
express  what  ways  they  will  learn  best.  Examples  of  learning  styles  include: 


1. 

Story  telling 

2. 

Role  play 

3. 

Songs 

4. 

Puppet  shows 

5. 

Field  trip 

6. 

On-site  training  (apprenticeship) 

7. 

Practical  training 

8. 

Small  group  discussion 

9. 

Skill  building  and  transfer 

B.        Acquire  a  basic  understanding  of  how  to  identify  individual  learning  styles  of 
adult  learners.  A  review  of  the  article  may  be  helpful. 
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/\/eeds  assessment 


■  PURPOSE 

Recognizing  that  knowledge  and  skills  about  existing  systems  will  be  tools  to  achieve 
the  process  of  translation,  training  needs  must  be  determined  based  on  the  problems 
perceived  by  the  community.  Thus,  the  purpose  of  this  section  is  to  look  at  various 
methods  one  can  use  to  determine  the  training  needs  of  the  prospective  Community 
Health  Advocates. 

Conducting  a  needs  assessment  with  Southeast  Asian  community  members  has  several 
cultural  implications.  Asian  cultures  place  great  importance  on  hierarchial  systems.  As 
a  result,  many  Asians  are  not  accustomed  to  providing  input  or  making  decisions. 
Therefore,  open-ended  questions  alone  may  Dot  yield  much  information  from  Asian 
participants.  The  facilitator  must  actively  encourage  discussion  and  take  cues  from 
participants,  recognizing  that  Southeast  Asians  mav  agree  simply  to  be  agreeable. 
Furthermore,  Southeast  Asians  arc  likclv  to  have  "tolerance  levels"  above  those  of 
Americans.  Many  Asian  cultures  accept  painful  or  distressful  situations  as  phenom- 
enons  that  are  beyond  human  control.  In  this  way,  it  is  evident  that  Southeast  Asians  are 
not  likely  to  discuss  freely  "complaints"  or  "problems".  Finally,  Southeast  Asians 
value  the  privacy  of  family  issues.  Asking  participants  to  talk  openly  about  difficulties 
experienced  by  the  family  will  require  a  great  deal  o\  trust  among  all  of  those  present. 

The  Community  Training  Needs  Assessment  should  be  conducted  by  a  perceptive  and 
culturally  sensitive  team  having  good  understanding  and  appreciation  of  cultural  diver- 
sity, principles  of  adult  learning,  language  barriers  and  psychological  and  social 
principles.  The  needs  assessment  methods  should  be  decentralized  and  people-oriented 
when  working  with  Southeast  Asian  clients. 

■  OBJECTIVES 

To  identify  various  methods  of  conducting  training  needs  assessment  for  Southeast  Asian 
communities. 

■  ACTIVITIES 

A.  Invite  people  from  all  segments  of  the  community  to  voice  their  concerns 
regarding  the  health  needs  of  their  women  and  children.  Though  health  needs 
are  the  primary  focus  of  the  assessment,  the  team  should  be  open-minded  in 
hearing  other  concerns.  There  are  a  number  of  gatekeepers  in  the  community, 
such  as:  ministers,  temple  monks,  leaders  of  community  organizations,  tradi- 
tional healers,  fortune  tellers,  grocery  store  owners,  and  restaurant  or  bar 
workers. 

B.  Provide  an  atmosphere  in  which  participants,  especially  the  women,  will  feel 
comfortable  to  determine  their  needs  and  make  them  known.  Suggestions  in- 
clude the  use  of  floor  mats,  because  many  Southeast  Asian  persons  are  used  to 
sitting  on  the  floor  and  serving  tea  or  some  Asian  snacks.  Another  good  way  to 


28 


SEARCH 


TRAINERS1    ORIENTATION 


break  the  ice  is  to  make  sure  that  the  meeting  room  will  have  artifacts  from  the 
native  country  of  the  community  people.  This  will  make  them  feel  at  ease  in  a 
familiar  setting.  Another  suggestion  is  to  include  bilingual  facilitators  in  the 
room  to  reduce  some  of  the  anxiety  because  of  language  barriers.  Encourage  the 
community  to  use  their  own  language  if  they  feel  more  comfortable  with  doing 
so.  The  objective  of  this  activity  is  communication  between  the  community  and 
the  trainer. 

In  order  to  develop  an  effective  training  program,  the  needs  assessment  will  be 
best  conducted  in  an  informal  way. 

For  informal  assessment,  the  following  questions  can  be  asked: 


1. 
2. 
3. 


5. 


What  are  the  problems  perceived  by  the  community? 

How  common,  frequent,  and  serious  are  the  problem(s)? 

What   are  the  causes  of  the  problems?      (Political,  social,  economic, 

resources,  or  physical?) 

What   are  the  attitudes  of  the  system  and  the   community  toward  the 

problems? 

What  are  existing  human  and  financial  resources? 


After  the  Needs  Assessment  is  completed,  who  should  teach,  where  and  for  how 
long  should  be  determined  by  the  information  gained  about  what  should  be  taught 
and  how. 

To  gain  additional  information  about  the  targeted  community,  perform  an  on- 
site  assessment.  Prior  to  the  planning  of  the  course,  the  training  team  can  pay  a 
visit  to  the  community  itself,  which  can  include  visiting  community-owned  busi- 
nesses, language  schools,  churches,  temples,  grocery  stores,  ESL  Programs, 
Refugee  Resettlement  Services,  martial  arts  studios,  ethnic  restaurants,  and  the 
like.  The  purpose  of  these  visits  is  to  validate  the  concerns  that  are  brought  forth 
as  well  as  to  affirm  the  commitment  that  this  is  a  community-driven  initiative. 
Encourage  the  community  to  voice  their  needs,  both  big  and  small.  Although 
the  focus  of  the  training  is  maternal  and  child  health  related,  listen  to  the 
community's  concerns  regarding  their  physical  and  social  needs  as  well.  In 
most  situations,  the  Southeast  Asian  community  views  their  lives  in  reference  to 
the  total  picture  of  their  well  being.  Thus,  the  development  of  training  activities 
must  be  inclusive  of  all  community  needs. 
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TRAINERS'    ORIENTATION 


^)VERVIEW  OF  THE  TRAINING  MODEL 


■  RATIONALE 

The  promotion  of  cultural  awareness  has  increased  across  the  entire  country  and  is 
elevating  the  concept  of  cultural  sensitivity.  Still,  more  work  needs  to  be  done  for 
professionals  to  become  culturally  competent  in  the  design  and  implementation  of 
programs,  especially  when  working  with  ethnic  minority  populations.  Despite  the 
scarcity  of  programs  for  specialized  populations,  this  training  Guidebook  presents  ways 
to  reach  out  to  the  Southeast  Asian  population.  This  work  is  based  primarily  on  the 
intent  to  train  community  members  as  "Health  Advocates"  to  deliver  health-related 
information.  The  ultimate  goal  is  to  improve  utilization  o\'  health  care  services  by  the 
Southeast  Asian  population. 

■  GOALS  OF  THE  TRAINING 

To  provide  the  Southeast  Asian  community  with  the  opportunity  to  empower  them- 
selves and  to  transfer  skills  used  in  their  countr\  of  origin,  and 

To  aid  the  Southeast  Asian  community  in  discovering  a  sense  of  hope,  mastery  and 
belonging. 

■  OBJECTIVES  OF  THE  TRAINING 

To  identify  ethnocultural  factors  that  impact  maternal  and  child  health  practices  within 
the  Southeast  Asian  community, 

To  follow  guidelines  in  planning,  recruiting  and  developing  Southeast  Asian  commu- 
nity leaders  as  Community  Health  Advocates,  and 

To  develop  training  activities  based  on  selective  topics  regarding  maternal  and  child 
health  practices. 

■  GUIDETO  USING  COMMUNITY  HEALTH  ADVOCATE  TRAINING  MATERIALS 

The  purpose  of  this  section  is  to  ensure  consistency  and  clarity  in  the  delivery  of  the 
training.  This  training  guidebook  will  be  used  by  a  number  of  trainers,  all  with  different 
cultural  understanding,  knowledge  bases  and  experience  in  working  with  the  Southeast 
Asian  Community.  The  organization  of  this  training  guidebook  is  intended  for  indi- 
viduals who  are  training  Southeast  Asians  for  the  first  time.  It  enables  them  to  present 
the  information  in  a  culturally  appropriate  manner.  This  guidebook  outlines  the  content 
and  process  of  the  training  and  provides  resources  so  that  the  training  will  be  delivered 
consistently  with  respect  to  the  overall  learning  objectives. 
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TRAINING  MODULES 


The  modules  in  this  Guidebook  and  the  suggested  length  of  time  for  each  are: 


Introductions 


Module  A 


(30  minutes) 


Remembering  Our  Motherland,  Our  Cultural  Heritage  - 
Who  Am  I?  (120  minutes) 


P.  32 


P.  33 


Module  B 


Module  C 


Module  D 


Module  E 


Module  F 


Module  G 


Learning  to  Live  in  the  United  States 


(120  minutes) 


Using  Health  Care  Services 


(120  minutes) 


From  Making  an  Appointment  to  Making  Payment 

(180  minutes) 


Avoiding  the  Unnecessary  Use  of  the  Emergency 
Department  (120  minutes) 


P.  35 


Health  and  Illness  -Two  World  Views  (180  minutes)  P.  39 

Overview  of  the  U.S.  Health  Care  System       ( 1 20  minutes)  P.  47 


P.  53 


P.  61 


P.  72 


Module  H 


Module  I 


Women's  Health  Issues 


Raising  Healthy  Children 


(120  minutes) 


(120  minutes) 


P.  76 


P.  83 
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INTRODUCTION 


The  modules  used  for  this  CHA  Training  Guidebook  were  developed  after  a  needs 
assessment  was  given  to  the  projeet  staff  at  each  site.  Topics  included  were  appro- 
priate for  the  community  served  and  should  serve  as  a  launching  point  for  the  training  of 
any  Southeast  Asian  community  members. 


CONTENT  AND  FORMAT 

A.  The  Modules 

1.  Each  module  is  considered  to  be  a  unit  that  can  stand  alone. 

2.  The  time  required  for  each  module  \  aries.  It  may  range  from  30  minutes 
to  several  hours,  depending  Oil  the  complexity  of  the  topics  as  well  as  the 
readiness  of  the  trainees.  The  trainees  are  adults,  and  each  one  might 
possess  different  comprehension  capability.  The  trainer  must  assess  the 
level  of  understanding  and  allow  enough  nine  to  accommodate  the  needs 
of  the  trainees. 

3.  While  a  single  module  focuses  on  only  one  topic,  modules  can  be  used  in 
a  sequential  manner  so  that  one  builds  on  the  other. 

4.  The  training  modules  can  be  team-taught.  At  the  end  of  each  module,  a 
new  trainer  ma\  assume  the  leadership  role  or  participants  may  take  a 
refreshment  or  lunch  break. 

5.  The  modules  are  presented  from  the  perspective  of  an  American  trainer 
addressing  an  Asian  audience. 

6.  Information  contained  in  the  modules  may  be  copied  for  distribution  as 
handouts  for  participants. 

B.  Major  Sections  of  Each  Module 

Each  module  is  divided  into  three  major  sections:  Module  Overview,  Outline  of 
Instruction,  and  Materials,  Aids  and  References. 

1 .  The  Module  Overview  provides  a  quick  overview  of  the  training  compo- 
nent. It  contains  a  summary  of  content,  goals  and  objectives,  time  needed 
for  presentation,  and  materials,  aids  and  references.  This  is  a  pre-training 
preparation  for  the  trainer.  This  is  not  part  of  the  delivery. 

2.  The  Outline  of  Instruction  is  the  delivery  of  the  training.  It  includes 
major  points  to  be  presented  and  suggestions  for  activities. 

3.  The  Materials,  Aids  and  References  section  contains  handouts,  trans- 
parencies, references,  video  and  newsprint  needed  for  delivery  of  the 
modules. 
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EMEMBERING  OUR  MOTHERLAND,  OUR  CULTURAL  HERITAGE  -WHO  AM  I? 


MODULE  OVERVIEW 


Time 


120  minutes 

Purpose 

To  build  a  sense  of  cultural  pride  and  allow  the  participants  to  identify  their  cultural 
heritage,  values  and  traditions  that  serve  as  strengths  and  support  for  them  in  their 
adjustment  to  their  new  lives  in  America 

Learning  objectives 

The  participants  will  be  able  to  recognize  that  America  is  a  country  of  diversity,  made 
up  of  people  representing  various  ethnic  backgrounds.  The  participants  will  be  able  to 
explore  cultural  differences. 

The  participants  will  be  able  to  identify  these  differences  and  explain  how  their  cultural 
heritage  strengthens  their  adjustment  in  this  country. 

Major  sections 

A.  Introduction 

B.  Sharing:    Background  of  motherland  and  cultural  heritages 

C.  Discussion:    Family  Profile 
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MODULE     A 


Remembering  Our  Motherland,  Our  Cultural  Heritage  -  Who  Am  I? 


DETAILED  LESSON  PLAN 


A.  Introduction  (15  minutes) 

1.  The  focus  of  this  activity  is  to  reveal  each  participant's  ethnic  and  cul- 
tural background  and  to  identify  what  aspects  of  these  backgrounds  make 
them  proud. 

2.  Along  the  journey  to  America,  participants  might  have  gone  through  many 
unforgettable  experiences.  Some  of  them  were  painful  and  difficult. 
Nonetheless,  they  were  successful  in  coming  to  this  country.  It  is  be- 
cause of  their  strength  within  themselves  that  they  were  able  to  move 
through  these  experiences.  The  focus  of  this  activity  is  to  reveal  each 
participant's  ethnic  and  cultural  background  and  to  identify  what  aspects 
of  these  backgrounds  make  them  proud. 

B.  Small  group  exercise  (60  minutes) 

Sharing  ethnic  background  and  cultural  heritage.  All  participants  will  be  seated 
in  circle  so  that  they  will  see  each  other. 

1.  Describe  a  brief  history,  the  land  and  the  people  of  the  country  from 
which  each  participant  came. 

2.  Provide  information  about  various  aspects  of  the  participants'  ethnic 
culture  such  as  food,  music,  social  events,  friendship,  family  life  and 
spiritual  beliefs. 

3.  Ask  participants  to  identify  what  specific  skills,  knowledge  or  attitudes 
were  important  in  helping  them  during  their  transition  period  to  America. 

C.  Family  Profile  (45  minutes) 

A  family  profile  will  provide  information  on  each  participant's  ethnic  identity. 
This  will  help  the  participants  further  explore  their  own  strengths. 

Discussion 

1 .  Father's  ethnic  background  and  place  of  birth 

2.  Mother's  ethnic  background  and  place  of  birth 

3.  Education  and  occupation  of  parents 

4.  Size  of  the  siblings  and  extend  family 

5.  Family's  religious  background 

6.  Generation  in  America 

7.  Positive  changes  and  negatives  changes  since  living  in  America 

8.  Relationship  with  family  members 

9.  Decision  making  role  before  and  after  the  transition 

10.  Leadership  role  in  the  family  before  and  after  the  transition. 
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MODULE     B 


l_  EARNING  TO  LIVE  IN  THE  UNITED  STATES 


MODULE  OVERVIEW 


Time 

120  minutes 

Purpose 

To  recognize  and  address  issues  of  adjustment  that  new  refugees  and  immigrants  might 
encounter 

Learning  objectives 

The  participants  will  be  able  to  share  their  experiences  upon  arrival  to  America  to 
explain  how  these  experiences  interface  with  their  culture  and  to  describe  what  the 
results  are  in  relation  to  these  experiences. 

Major  sections 

A.  Introduction 

B.  Sharing:    Experiences  as  refugees  and  immigrants 

C.  Role  Play:    Information  or  interventions  to  help  families  adjust 

Equipment,  Materials  and  Aids 

The  following  videos  are  available: 

"Adjustment  to  a  New  Way  of  Life" 
"Introduction  to  American  Law" 
"Family  Law  in  America" 

Newcomers  to  America 

P.O.  Box  339 

Portland,  Oregon  97207-0039 

1-800-776-1600 

"The  Cutting  Edge:   Portraits  of  Southeast  Asian  Adolescents  in  Transition" 

University  of  Minnesota 
Continuing  Education  and  Extension 
University  Film  and  Video 
1313  Fifth  Street  South  East,  Suite  108 
Minneapolis,  Minnesota  55414 

On  newsprint,  provide  the  definitions  of  refugees,  immigrants  and  secondary  migration. 
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LEARNING  TO  LIVE  IN  THE  UNITED  STATES 


Grocery  shopping  in  the  United  States 
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LEARNING  TO  LIVE  IN  THE  UNITED  STATES 


DETAILED  LESSON  PLAN 


(Note  to  the  Trainer:    This  module  was  written  from  the  perspective  of  an  American 
trainer  addressing  an  Asian  audience). 

A.  Introduction  (15  minutes) 

1 .  It's  hard  for  everyone  to  get  used  to  living  in  a  new  country. 

2.  If  we  can  see  problems  and  have  some  ideas  about  how  to  help  people 
with  problems,  learning  to  live  here  can  take  less  time  and  be  easier. 

3.  Everyone  here  has  had  problems  themselves  and  has  helped  others  to 
learn  to  live  in  the  United  States.  That's  why  you  are  being  asked  to  be 
Health  Advocates.  We  will  learn  more  about  the  U.S.  health  care  system 
to  help  others. 

4.  Today,  we  are  going  to  tell  each  other  about  our  experiences  and  learn 
from  each  other.  There  might  have  been  problems  with  getting  housing, 
jobs,  food  or  needed  medical  care.  There  may  have  been  problems  with 
schools  and  language. 

5.  The  goal  is  to  come  up  with  a  list  of  ideas  or  suggestions  of  things  that 
have  "worked  —  things  you  have  done  or  seen  done."  A  list  of  services 
or  programs  that  you  have  used  that  have  helped  people  to  learn  to  live  in 
the  United  States  is  another  goal. 

6.  In  this  way,  we  will  learn  from  each  other  about  the  problems  of  new 
refugees  and  immigrants  and  ways  to  help.  In  this  group,  we  have  the 
knowledge  and  experience  to  teach  each  other. 

7.  First,  we'll  talk  about  different  ways  people  arrive  in  this  country  and 
how  that  affects  their  lives  here.  Then  we'll  talk  about  what  Western 
culture  is  like.  Finally,  we'll  discuss  problems  and  ways  to  help. 

B.  Sharing:    Experience  as  Refugees  and  Immigrants  (45  minutes) 

1 .  The  way  people  come  to  the  United  States  affects  the  kinds  of  problems 
they  may  have  and  the  help  they  may  need.  The  reason  people  come 
here,  knowing  their  "status"  with  the  government,  affects  what  the  gov- 
ernment can  do  for  them. 

Transparency  or  newsprint:  Refugees,  Immigrants,  and  Secondary  Mi- 
gration 

Discussion: 

a.  Refugees  -  come  recognized  as  political  refugees  by  U.S.  gov- 
ernment; might  have  experienced  horrible  events,  war,  camp  life, 
poor  health  care;  might  have  few  resources,  possessions;  qualify 
for  government-sponsored  benefit  programs;  tend  to  have  more 
health  screenings  done  than  immigrants  in  this  country. 
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LEARNING  TO  LIVE  IN  THE  UNITED  STATES 


b.  Immigrants  -  have  to  be  sponsored;  tend  to  come  with  more 
resources  and  possessions;  do  not  qualify  for  resettlement  ben- 
efits of  refugees;  might  be  family  that  are  sponsored  by  earlier 
refugees;  often  look  for  a  better  lifestyle  or  to  be  reunited  with 
family;  might  or  might  not  have  gone  through  war.  Bringing 
families  over  requires  much  hard  work  and  money. 

c.  Secondary  migration  -  involves  a  person  or  people  who  arrive 
in  the  U.S.  at  one  city  or  state  and  then  move  after  some  time  to 
another  place,  experiencing  additional  adjustment  difficulties  in 
new  place. 

2.  Small  /  large  group  exercise  -  Adjusting  to  a  new  culture 
(30  minutes) 

a.  Count  off  in  2's.  If  you  are  a  number  2.  find  another  number  2 
whom  you  don't  know  to  be  your  partner.  If  you  need  to  find 
someone  of  your  own  ethnic  and  language  background,  please 
do  so. 

b.  For  15  minutes,  talk  to  your  partner  about  what  it  was  like  for 
you  to  come  to  this  country.  Where  did  you  come  from'.'  Wow 
did  you  decide  to  come  here?  Where  did  you  arrive ?  Who  did 
you  come  with'  What  was  it  like'.'  What  happened  next'.'  How 
did  you  and  your  family  feel?  After  15  minutes,  switch  roles  and 
let  the  other  partner  speak. 

C.  With  your  same  partner,  for  15  minutes,  make  a  list  of  the  kinds 

of  problems  with  adjusting  to  a  new  culture  that  you  or  others 
you  know  of  had.  These  problems  may  involve  health,  housing, 
food  or  clothing,  employment,  education,  raising  children,  lan- 
guage, etc. 

d.  Explore  with  your  partner  the  different  kinds  of  feelings  you  have 
had  about  these  adjustments.  They  might  be  different  now  than 
they  were  in  the  beginning,  but  all  of  your  feelings  are  important. 
Did  you  feel  loneliness?  Isolation?  Fear?  A  sense  of  being  help- 
less? Have  you  felt  frustrated'.'  Sad? 

e.  Many  values  and  ideas  that  are  very  important  to  most  Asians  do 
not  seem  to  be  very  important  to  many  Americans.  What  values 
do  you  think  are  important  for  your  family  to  continue  to  value, 
even  though  these  may  not  be  qualities  which  are  appreciated  by 
the  larger  American  culture  around  you?  Make  a  separate 
section  of  your  list  for  these  values. 

f .  If  you  prefer  to  list  them  in  your  own  language,  you  may  do  so.  A 
teacher's  helper  will  translate  this  for  the  rest  of  the  group. 

g.  Join  together  in  the  large  group.  List  and  discuss  problems  to 
form  a  master  list  on  a  newsprint.  Compile  these  responses  and 
distribute  to  participants  at  the  end  of  the  training. 

3.  Choose  any  of  the  video  materials  and  follow  up  with  a  discussion  about 
how  participants  feel  about  the  story  in  the  film.  Similarities?  Dif- 
ferences? 

Allow  enough  time  to  share  (minimum  30  minutes) 
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EALTH  AND  ILLNESS:  TWO  WORLD  VIEWS 


MODULE  OVERVIEW 


Time 

1 80  minutes 

Purpose 

To  explore  Eastern  and  Western  world  views  of  health  and  illness 

Learning  objectives 

The  participants  will  be  able  to  recognize  that  between  the  eastern  and  western  world 
views,  there  are  differences  in  terms  of  diagnosis  of  illness  or  diseases  as  well  as  the 
treatment  that  follows.  They  will  also  be  able  to  recognize  that  these  world  views  are  not 
necessarily  all  bad  or  harmful.  Both  participants  and  trainer  will  learn  to  respect  each 
world  view  and  identify  ways  to  accommodate  or  complement  the  practices  within  each 
world  view. 

Major  sections 

A.  Introduction 

B.  Role  Play  -  Act  1 

C.  Discussion  -Two  world  views  on  health  and  illness  in  reference  to: 

1 .  Concept  of  time 

2.  Family  relationships/respect  for  elderly 

3.  Diagnosis/treatment  of  illness 

4.  Communication,  the  concept  of  "face",  internalized  oppression 

D.  Role  Play  -  Act  2 
Equipment,  Materials  and  Aids 

A.  Asian  View  of  Americans  -  Handout  I 

B.  The  following  videos  are  available: 

"House  of  the  Spirit:    Perspectives  on  Cambodian  Health  Care" 
"Peace  has  not  been  made:     A  Case  History  of  a  Hmong  Family's 
Encounter  with  a  Hospital" 
"Between  Two  Worlds:    The  Hmong  Shaman  in  America" 

University  of  Minnesota 
Continuing  Education  and  Extension 
University  Film  and  Video 
1313  Fifth  Street,  South  East,  Suite  108 
Minneapolis,  Minnesota  55414 

C.  Display  article  and  objects  used  in  traditional  Asian  medicine  and  healing. 

D.  If  available,  provide  a  microscope  with  slides  of  living  microorganisms.   This 
will  help  in  the  explanation  of  the  germ  theory. 
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HEALTH  AND  ILLNESS:  TWO  WORLD  VIEWS 

HANDOUT 

1 

Asian  View  of  Americans 

Dr. 

Mai  Van  Thing 

We  live  in  time. 

You  live  in  space. 

We  are  always  at  rest. 

You  are  always  on  the  move. 

We  are  passive. 

You  are  aggressive. 

We  like  to  contemplate. 

You  like  to  act. 

We  accept  the  world  as  it  is. 

You  try  to  change  it  according  to 
your  blueprint. 

We  live  in  peace  with  nature. 

You  try  to  impose  your  will  on  her. 

Religion  is  our  first  love. 

Technology  is  your  passion. 

We  delight  to  think  about  the 
meaning  of  life. 

You  delight  in  physics. 

We  believe  in  freedom  of  silence. 

You  believe  in  freedom  of  speech. 

We  lapse  into  meditation. 

You  strive  for  articulation. 

We  marry  first,  then  love. 

You  love  first,  then  marry. 

Our  marriage  is  the  beginning  of 
a  love  affair. 

Your  marriage  is  the  happy  end  of 
a  romance. 

It  is  an  indissoluble  bond. 

It  is  a  contract. 

Our  love  is  mute. 

Your  love  is  vocal. 

We  try  to  conceal  it  from  the 
world. 

You  delight  in  showing  it  to 
others. 

Self-denial  is  a  secret  to  our 
survival. 

Self-assertiveness  is  the  key  to 
your  success. 

We  are  taught  from  the  cradle  to 
want  less  and  less. 

You  are  urged  every  day  to  want 
more  and  more. 

We  glorify  austerity  and  renuncia- 
tion. 

You  emphasize  gracious  living 
and  enjoyment. 

Poverty  is  to  us  a  badge  of 
spiritual  elevation. 

It  is  to  you  a  sign  of  degradation. 

In  the  sunset  years  of  life  we 
renounce  the  world  and  prepare 
for  the  hereafter. 

You  retire  to  enjoy  the  fruits  of 
your  labor. 
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HEALTH  AND  ILLNESS:  TWO  WORLD  VIEWS 


Practicing  cupping  as  an  alternative  healing  process  (see  Page  10  for  more 
detail  about  cupping) 
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HEALTH  AND  ILLNESS:  TWO  WORLD  VIEWS 


DETAILED  LESSON  PLAN 


(Note  to  the  Trainer:  This  module  is  written  from  the  perspective  of  an  American  trainer 
addressing  an  Asian  audience.) 

A.  Introduction  (15  minutes) 

Present  the  participants  with  some  display  of  traditional  medicine,  articles  and 
objects.  The  participants  can  be  sought  as  resources  to  bring  these  materials 
from  home.  The  focus  of  this  activity  is  to  allow  participants  to  think  about  their 
cultural  background  and  to  remember  what  aspects  of  this  background  influence 
their  health  belief  and  help-seeking  behavior. 

B.  Role  Play:    Act  1  (15  minutes) 

There  are  five  persons  in  this  exercise:  Asian  woman  (A),  American  doctor  (D), 
American  nurse  (N),  a  receptionist  (R)  and  a  laboratory  technician  (L).  The 
setting  is  in  a  doctor's  office.  The  situation  is  that  this  Asian  woman  has  an 
appointment  with  a  doctor,  but  she  is  two  hours  late. 

A:         My  name  is  Mrs.  A.  and  I  have  an  appointment  with  Dr.   I). 

R:         Your  appointment  was  for  one  o'clock,  and  it  is  now  three  o'clock.   I 
don't  know  if  the  doctor  can  see  you. 

A:         I  couldn't  get  here  earlier  because  my  mother  called,  and  my  grand- 
uncle  needed  to  go  to  the  store.  I  really  need  to  see  the  doctor. 

R:         Couldn't  you  have  taken  your  grand  uncle  to  the  store  another  time? 

A:        (Looks  down,  doesn  7  answer) 

R:         Well,  I  guess  we  can  work  you  in,  but  you'll  have  to  wait.  I  wish  you 
would  have  called  us  to  say  you'd  be  late. 

Much  later: 

N:         Hello,  Mrs.  A.  What  can  I  do  for  you  today? 

A:         Describes  symptoms:  tired,  can't  sleep  -  too  many  dreams;  cold  hands 
and  feet. 

N:         Any  fever?  Cough?  Dizziness?  Rapid  breathing?  Thirst?  Rapid  pulse? 

Everything  looks  pretty  normal.  Are  you  having  any  problems  in  your 
life?  With  your  husband  and  children? 
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N:  You  might  be  anemic  but  I  don't  think  so.  We'll  do  some  lab  tests  just 
to  make  sure  and  call  you  if  anything  shows  up.  Any  questions? 

A:         (head  down,  no  response) 

N:  OK,  well,  come  back  if  anything  else  comes  up.  (To  the  receptionist) 
She  seems  fine  but  we'll  check  her  crit  to  make  sure.  We'll  see  her  back 
only  if  she  has  other  problems.  (Send  Mrs.  A  to  the  Lab  Tech.) 

L:  Give  me  your  arm.  (draws  blood)  OK,  you  can  check  out  with  the 
receptionist  now. 

R:        That  will  be  $50.00  for  today's  visit.  You'll  be  billed  for  the  lab  work. 

A:        Here  is  my  Medicaid  card. 

R:        OK.  Thanks.  Goodbye. 

C.        Discussion  (90  minutes) 

This  discussion  is  written  from  the  perspective  of  an  American  trainer  address- 
ing an  Asian  audience. 

1 .  Ask  participants:  What  are  your  feelings  about  this  visit?  Do  you  think 
Mrs.  A.  was  satisfied? 

2.  Write  major  points  on  newsprint  or  transparency. 

3.  Mrs.  A  was  apparently  upset.  Let's  discuss  this  from  your  point  of 
view: 

a.  Concept  of  time 

First  of  all,  why  did  the  receptionist  suggest  Mrs.  A  should  have 
taken  her  grand  uncle  to  the  store  another  time?  The  receptionist 
said  that  because  she  did  not  understand  Asians.  Americans  watch 
the  clock  and  keep  close  track  of  time.  Americans  go  by  sched- 
ules, and  it  is  important  to  do  things  when  we  say  we  will.  If  we 
have  an  appointment,  we  don't  like  to  wait  a  long  time  for  things 
like  seeing  the  doctor.  If  everyone  is  on  time  for  appointments 
then  people  don't  have  to  wait  so  long,  so  we  think  it  is  important 
for  everyone  to  be  on  time  for  appointments. 

b.  Family  relationship  and  respect  for  elderly 

Americans  also  have  different  ways  of  thinking  about  relation- 
ships with  other  people.  Asians  think  that  taking  care  of  their 
family  is  the  most  important  thing.  Asians  feel  they  must  show 
respect  for  their  parents  and  other  elderly  people.  Taking  care  of 
the  family  is  the  most  important  thing  an  Asian  can  do.    So  if 
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your  mother  asks  you  to  do  something,  you  will  attend  her  re- 
quest. And  in  this  case,  it's  an  elder  in  the  family  that  needs  to  go 
to  the  store,  and  that  is  more  important  than  getting  to  the  doctor 
on  time. 

For  Americans  it  is  important  to  get  things  done  and  to  be  places 
on  time.  Americans  love  their  families,  but  an  American  mother 
would  understand  if  she  asked  a  child  take  her  somewhere  and 
the  child  said  she  could  not  because  she  had  to  go  to  the  doctor. 
Problems  can  arise  for  Asian  families  who  want  their  children  to 
have  traditional  Asian  values  when  the  children  want  to  act  more 
like  Americans.  Americans  do  not  talk  about  things  with  their 
families  as  much  as  Asians  do.  Americans  tend  to  make  decisions 
alone  and  not  ask  parents  for  advice.  People  in  America  think  it  is 
important  to  be  independent  and  to  be  able  to  take  care  of  one- 
self. Asians  think  it  is  important  to  be  part  of  a  family,  to  do  what 
is  best  for  the  whole  family  and  to  talk  with  older  people  before 
making  a  decision. 

Mrs.  A  also  did  not  understand  why  the  nurse  told  her  she  thought  there 
was  not  anything  wrong  with  Mrs.  A.  Let's  discuss  what  is  the  issues 
here. 


a. 


Health  and  illness 


Western  medicine  and  Eastern  medicine  are  different.  According 
to  the  Eastern  world  view,  sickness  is  due  to  an  imbalance  of  heat 
and  cold  in  the  body.  In  Chinese  medicine,  you  are  sick  if  you 
are  having  symptoms  that  are  bothering  you.  Any  symptom  you 
feel  is  important  and  can  be  treated,  even  if  the  doctor  cannot  sec- 
signs  of  the  imbalance.  Medicines  are  given  to  restore  the  bal- 
ance of  hot  and  cold  in  the  body.  Western  doctors  don't  under- 
stand about  hot  and  cold,  and  might  not  understand  if  you  talk 
about  these  kinds  of  things  or  things  like  dampness  or  fire  in  the 
eyes. 

In  Western  medicine,  sickness  is  due  to  something  that  changes 
how  the  body  works,  and  doctors  can  see  and  measure  how  the 
body  is  working  differently.  For  example,  if  you  break  your  leg 
they  can  tell  and  put  it  back  together.  They  can  tell  if  your  blood 
pressure  is  too  high.  Sometimes  germs  get  in  your  body  and  cause 
sickness.  Germs  are  so  small  that  you  can't  see  them  with  your 
eyes.  They  can  go  from  one  person  to  another.  Doctors  can  see 
them  with  a  special  machine  called  a  microscope. 

Diagnosis  and  treatment 

(If  a  microscope  and  slides  are  available,  the  participants  will 
enjoy  the  hands-on  experience  of  viewing  microorganisms). 

Doctors  can  also  take  different  kinds  of  pictures  of  the  body  to 
see  how  it  is  different.  After  doctors  figure  out  what  is  wrong 
with  the  body,  they  often  can  give  medicines  to  kill  the  germ  that 
is  causing  the  problem  or  to  make  the  body  work  right  again,  or 
do  some  kind  of  operation  to  fix  what  is  wrong.   Sometimes  it 
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takes  Western  doctors  a  long  time  to  figure  out  what  is  wrong 
with  you  because  they  do  tests  that  take  a  long  time  to  be  fin- 
ished. Then  you  might  have  to  go  see  the  doctor  again  or  be 
called  with  the  results. 

Sickness  to  Western  doctors  is  when  your  body  is  not  working 
like  it  should  in  a  way  they  can  see  or  measure.  Sometimes  you 
feel  your  body  is  not  working  right,  but  the  doctors  cannot  mea- 
sure or  see  what  is  different.  Then  they  don't  know  what  is  wrong 
and  cannot  treat  a  problem.  Sometimes  you  may  not  feel  sick  at 
all  but  when  you  go  to  the  doctor  he  or  she  says  there  is  some- 
thing wrong  with  the  way  your  body  is  working  that  can  be  mea- 
sured but  that  you  don't  feel.  Even  if  you  don't  feel  sick  it  is 
important  to  take  care  of  these  problems  because  if  you  don't 
take  care  of  them  they  will  get  worse  and  they  will  make  you  feel 
sick  someday. 

Ask  participants  to  share  how  illness  and  diseases  are  diagnosed. 
On  a  newsprint,  list  the  causes  of  illness  in  terms  of  natural  and 
spiritual  and  ask  for  examples.  Also,  list  the  concept  of  hot  and 
cold,  or  Yin  and  Yang,  and  ask  the  participants  to  present  their 
views  within  these  contexts.  Finally,  ask  participants  to  name  a 
few  examples  of  home  remedies. 

Both  Western  and  Eastern  medicine  are  good  to  treat  problems. 
Sometimes  one  is  better  than  another  to  treat  a  certain  kind  of 
problem,  so  if  one  kind  doesn't  work  you  can  try  the  other  kind, 
or  try  both  together. 

5.  Mrs.  A  was  upset  because  she  did  not  receive  the  kind  of  medical  atten- 
tion she  expected.  Let's  discuss. 

The  doctor  did  not  find  anything  wrong  with  Mrs.  A.  But  she  did  not 
understand  why  she  was  not  given  any  medicine  to  make  her  feel  better. 
Mrs.  A  knew  she  was  sick,  but  the  Nurse  asked  questions  about  her 
problems  like  she  did  not  believe  her  and  thought  she  was  crazy.  That 
made  Mrs.  A  feel  irritated,  but  she  did  not  feel  like  there  was  anything 
she  could  do  about  it. 

6.  Mrs.  A  thought  maybe  the  Nurse  was  not  paying  attention  to  her  because 
she  was  on  Medicaid  or  because  she  was  an  Asian  client.  Ask  the  partici- 
pants why  Mrs.  A  did  not  say  anything  or  tell  the  nurse  that  she  did  not 
understand  or  that  she  was  upset. 

a.         Respect  for  the  professional 

Asians  don't  want  to  lose  face  and  don't  usually  ask  doctors  ques- 
tions, or  express  their  anger.  Asking  questions  or  saying  they  are 
angry  would  be  very  disrespectful,  and  both  would  lose  face. 
Asian  clients  may  not  know  what  to  do  when  others  do  not  un- 
derstand them  because  they  do  not  tell  when  they  do  not  under- 
stand. This  is  a  form  of  internalized  oppression.  Ask  the  partici- 
pant to  recall  similar  experiences,  if  any. 
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7. 


b.         Communication 

In  the  West,  we  think  people  should  be  direct  and  say  what  they 
feel,  even  if  they  don't  understand  or  are  angry  or  upset  about 
something.  Even  doctors  don't  mind  if  patients  ask  questions  or 
tell  them  if  they  are  unhappy.  Americans  do  not  worry  about 
face.  We  think  people  should  ask  questions  when  they  don't  un- 
derstand, and  to  Americans  this  doesn't  mean  the  persons  are  not 
being  respectful.  If  someone  doesn't  ask  questions  we  think  they 
understand  and  agree. 

To  complete  the  discussion  of  the  differences  in  world  view  between  the 
Western  and  Eastern  culture,  the  trainer  will  prepare  a  summary  with  the 
following  headings: 


a.  Time  orientation 

b.  Individual,  family,  group 
C.  Belief  systems  and  values 

d.  Perspectives  on  age  and  aging 

e.  Maintaining  face  v.  being  assertive 

If  the  participants  appear  to  be  interested  in  sharing  more  of  their 
personal  examples,  extend  the  time. 

(Take  a  20  minutes  break  and  proceed  to  Role  Play:  Act  2) 

D.         Role  Play:  Act  2  (60  minutes) 

Mother  is  experiencing  "female  problems"  and  is  referred  to  a  gynecologist. 
The  doctor,  a  man,  asks  questions  about  her  condition.  The  mother  downplays 
the  pain  and  does  not  mention  anything  about  the  sadness  she  has  felt  the  last 
few  months.  She  answers,  "yes,  yes"  to  many  questions. 

1 .  Volunteers  will  role  play  this  act. 

2.  After  role  play,  observations  of  behavior  that  are  part  of  the  Asian  cul- 
ture will  be  discussed  and  listed  by  the  group. 

3.  The  response  will  be  posted  on  the  newsprint  and  compared  with  the  one 
previously  discussed.  Again,  the  trainer  should  try  to  point  out  cultural 
differences  between  the  Eastern  and  Western  perspectives. 

Conclude  this  session  by  congratulating  everyone  on  such  wonderful  sharing. 
Thank  them  for  taking  time  out  of  their  busy  schedules  to  come  to  this  important 
program. 
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MODULE  OVERVIEW 


Time 

120  minutes 

Purpose 

To  explain  how  the  health  care  system  is  organized  in  the  United  States 

Learning  Objectives 

The  participant  will  identify  two  health  care  systems  in  the  U.S.,  namely:    physical 
health  and  mental  health  services. 

Major  sections 

A.  Introduction 

B.  Sharing:  What  happened  when  a  person  became  sick  before  he/she  came 
to  America 

C.  Lecture:  Overview  of  U.S.  health  care  system: 

1 .  Medical  services 

2.  Mental  health  services 

Equipment,  Materials  and  Aids 

A.        On  newsprint,  make  a  vocabulary  checklist  with  the  following  terms: 


1. 

clinic 

2. 

confidentiality 

3. 

medical  services 

4. 

mental  services 

5. 

specialist 

6. 

referral 

7. 

urgent  care 

8. 

emergency  department 

9. 

counseling  center 

10. 

support  group 
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DETAILED  LESSON  PLAN 


(Note  to  the  Trainer:  a.  This  module  is  written  from  the  perspective  of  an  American 
trainer  addressing  an  Asian  audience;  b.  Due  to  the  content  of  this  module,  the  trainer 
must  be  patient  with  the  participants  because  of  the  complex  vocabulary  as  well  as  the 
abstract  concepts  presented.  Trainers  need  to  be  flexible  with  the  time  frame  estab- 
lished and  make  sure  that  bilingual  dictionaries  and  interpreters  are  available.) 


Introduction  (15  minutes) 

Here  in  the  United  States,  we  see  the  "DOCTOR."  But  as  we  have  already 
discussed,  going  to  see  the  doctor  can  be  hard  to  do  and  something  we  might 
avoid  doing.  Today  we  will  talk  about  doctors  and  other  health  care  providers 
and  what  they  do. 

When  we  are  done,  you  should  know  more  about  using  health  care  services  in 
the  United  States,  and  maybe  it  will  be  easier  to  go  for  health  care.  Maybe  you 
already  know  a  lot  of  this  information.  But  it  might  help  you  explain  health  care 
to  other  people  who  are  confused. 

1.  In  your  home  country  do  people  get  sick?  What  are  the  reasons  most 
people  would  give?  Are  there  many  causes'7  What  are  they?  Let's 
discuss  this. 

2.  We  have  traditional  healers  whom  we  sometimes  visit  for  reasons  of 
sickness  and  staying  well.  Let's  list  who  these  people  are  and  what  they 
do.  What  kind  of  training  do  these  healers  receive? 


B. 


Sharing  (30  minutes) 


Let's  talk  for  a  while  about  the  reasons  many  Southeast  Asians  are 
afraid  to  go  to  the  doctor  in  the  U.S.  The  cultures  are  very  different 
and  many  practices  are  unknown.  Let's  discuss  this. 

Overview  of  U.S.  Medical  and  Mental  Health  Care  services 
(60  minutes) 

1.  MEDICAL  SERVICES 

a.  Let's  talk  about  the  training  required  to  become  a  doctor  in  the  United 
States.  The  word  "doctor"  can  be  used  by  many  people.  A  person 
with  an  "M.D."  degree  is  especially  trained  over  many,  many  years 
to  know  all  about  how  the  body  works,  what  can  go  wrong  with  the 
body,  and  how  to  fix  it.  This  requires  at  least  10  years  of  very  diffi- 
cult training.  A  specialist  may  receive  even  more  training. 
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b.  Confidentiality  -  In  the  villages,  it  was  very  difficult  to  keep  a 
secret.  People  lived  so  close  together  that  gossip  traveled  fast.  People 
did  not  think  it  was  wrong  to  talk  about  other  people's  situations.  In 
the  United  States,  privacy  is  very  important.  It  is  especially  impor- 
tant when  health  and  health  problems  are  involved.  All  medical  people 
in  this  country  —  doctors,  nurses,  people  who  work  in  doctors'  of- 
fices, lab  technicians,  and  counselors  —  are  all  forbidden  by  law  and 
by  their  own  code  of  ethics  (right  behavior)  to  ever  discuss  anything 
you  have  told  them  with  anyone,  even  your  own  family,  without  your 
permission.  The  only  people  who  can  have  this  information  are  those 
who  are  immediately  involved  in  your  treatment  and  need  to  know 
how  to  treat  your  case.  If  a  doctor  or  other  care  provider  talked  about 
your  case  with  a  person  who  had  no  good  reason  to  know,  he  or  she 
would  be  firmly  disciplined. 

c.  The  Doctor's  Office  -  In  the  United  States  if  a  person  does  not  have 
a  life-threatening  problem  or  a  wound  injury,  he  or  she  schedules  an 
appointment  with  a  doctor.  The  doctor  may  have  her  or  his  own 
office  or  may  share  an  office  with  other  doctors.  The  office  may  be 
called  a  clinic.  Clinics  are  usually  found  in  small  office  buildings  or 
in  hospitals.  The  person  will  be  examined  in  the  doctor's  office.  He 
or  she  may  have  some  tests  done  there  in  the  office  or  may  be  sent  to 
another  place,  called  a  lab,  for  other  tests. 

d.  Sometimes  people  are  worried  about  some  of  the  things  that  they 
might  have  to  do,  or  that  the  doctor  will  do,  during  a  visit  for  an 
examination  or  a  sickness.  These  are  things  you  didn't  have  to  think 
about  in  your  home  country.  Let's  talk  for  a  few  minutes  about 
some  of  these  concerns. 

e.  Referral  to  a  Specialist  -  After  the  doctor  examines  someone,  he  or 
she  may  refer  (or  send)  the  patient  to  another  doctor  called  a 
specialist.  The  doctor  may  want  the  specialist's  help  in  treating  the 
problem  or  the  doctor  may  think  that  the  specialist  is  the  best  to  handle 
the  problem  alone. 

f .  Admission  to  a  Hospital  -  The  doctor  may  think  that  the  patient's 
problem  is  serious  and  needs  attention  in  the  hospital.  The  patient 
may  need  more  tests  or  treatment  or  possibly  surgery.  They  will  be 
admitted  to  (put  in)  the  hospital  and  will  stay  there  at  least  over- 
night, maybe  more.  The  doctor  will  send  the  patient  to  a  hospital  and 
refer  the  patient  to  a  specialist  there  or  will  see  the  patient  himself  or 
herself. 

g.  Sometimes  in  your  home  countries  going  to  the  hospital  meant  that 
the  person  would  probably  die  soon.  Also,  the  hospitals  were  small, 
and  the  family  usually  stayed  with  the  patient  and  did  all  of  the  cook- 
ing and  cared  for  the  sick  family  member.  Things  here  are  very 
different.  Let's  talk  about  the  differences  between  hospitals  in  South- 
east Asia  and  in  the  United  States. 

1 .  What  are  some  good  things  about  each  type? 

2.  What  are  some  negative  things  about  each  type? 
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h.  Urgent  and  Emergency  Care  -  If  a  person  cannot  wait  for  an 
appointment  because  of  a  serious  problem,  there  are  two  places  he 
or  she  can  go: 

1.  An  Urgent  Care  Center  is  usually  located  in  small  office 
buildings  or  even  in  clinics.  It  may  also  be  called  a  "walk-in 
clinic."  No  appointment  is  needed.  A  person  can  just  walk 
in.  Urgent  care  centers  can  see  small  injuries  or  not  so  se- 
rious illnesses.  They  are  faster  and  cheaper  than  an  emer- 
gency department,  but  more  costly  than  a  doctor's  office. 
Usually,  after  a  person  is  treated  there,  they  will  tell  you  to 
go  see  your  regular  doctor  to  check  up  on  your  recovery. 
Urgent  Care  Centers  are  good  for  problems  like  cuts  or  burns, 
twisted  ankles,  or  car  aches.  Children  and  adults  can  go 
there. 

2.  Emergency  departments  If  a  person  has  a  problem 
that  is  life  threatening  (meaning  that  you  could  die  very 
quickly  or  do  lasting  damage  to  your  body  if  not  seen  within 
a  few  minutes  or  an  hour),  an  emergency  department  is  the 
right  place  to  be  seen.  Try  to  stay  out  o\  emergency 
departments  unless  there  is  a  serious  problem  like  a  car 
accident  or  a  very  sick  child,  because: 


a. 


b. 
c. 

d. 


Emergency  departments  can  become  crowded  with 

non-emergency  cases  and  you  have  to  wait  a  long 

time; 

the  emergency  department  is  very  expensive; 

the  emergency  departments  are  not  the  best  places  to 

get  care  if  you  have  a  small  problem,  and 

there  may  be  very  serious  germs  that    adults    and 

children  could    pick  up  by    sitting    so  long  in  the 

waiting  room  with  very  sick  people. 


3.  From  the  emergency  department,  you  may  be  referred  back 
to  your  regular  doctor  for  a  check  up  or  you  may  be  admit- 
ted to  a  hospital. 

Here  we  take  a  20  minute  break  to  relax  and  have  refreshments. 
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2.  MENTAL  HEALTH  SERVICES 

a.  Sometimes  if  a  doctor  cannot  find  any  germs  or  physical  reasons 
that  a  body  is  not  well,  he  or  she  may  refer  a  patient  to  a  Counseling 
Center. 

A  counseling  center  is  a  place  where  there  are  people  who  are  good 
at  talking  with  adults,  children,  or  even  families  about  problems  that 
may  be  affecting  their  health.  These  people  are  also  bound  by  the 
rules  of  confidentiality.  They  may  not  tell  anyone  what  you  say  to 
them  or  what  your  problems  are.  The  only  exception  to  this  rule  is  if 
someone  tells  the  counselor  that  he  or  she  plans  to  harm  someone. 
Then  the  counselor  must  tell  the  proper  authorities.  In  America,  we 
believe  it  is  good  to  talk  about  feelings,  even  problems.  Americans 
often  do  this  and  when  you  do,  you  should  not  feel  that  you  are 
losing  "face." 

b.  In  the  West,  we  believe  that  the  mind  (how  you  think  and  feel)  can 
affect  the  health  of  the  body.  We  think  that  sometimes  people  have 
had  terrible  things  happen  to  them  as  children  or  adults  that  can  af- 
fect their  feelings.  We  think  that  it  will  not  help  to  treat  some  physi- 
cal problems  until  a  person  has  had  time  to  talk  about  and  think 
about  the  terrible  experiences  that  happened  in  the  past  or  even  things 
that  are  happening  to  a  person  right  now.  After  talking  about  expe- 
riences, some  people's  symptoms  of  illnesses  go  away  by  themselves 
(like  headaches  or  diarrhea)  or  can  be  treated  much  more  quickly 
(like  stomach  ulcers). 

c.  We  need  to  talk  about  counseling  centers  because  Southeast  Asian 
people,  especially  refugees,  sometimes  have  had  terrible  experiences 
with  war  or  in  the  camps.  When  they  first  came  here,  they  experi- 
enced terrible  times,  such  as,  not  being  able  to  get  a  job  when  they 
had  formal  education  or  having  a  teenager  that  would  not  listen  and 
seemed  to  be  getting  in  trouble. 

d.  In  Southeast  Asia,  there  are  no  "counseling  centers".  Let's  take  a 
few  minutes  to  talk  about  how  people  deal  with  these  problems  in 
your  home  countries.  Whom  could  you  talk  to  about  these  feelings? 
Who  helped?  What  did  they  do?  What  did  the  people  who  have 
problems  do  after  getting  help?  Who  knew  about  the  problem?  What 
happened  if  someone  else  found  out  about  the  problem? 

e.  A  counseling  center  may  be  found  in  a  mental  health  clinic,  a 
hospital,  or  a  private  office. 
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f.  If  a  person  is  referred  or  decides  to  go  to  a  counseling  center,  first 

they  would  be  seen  by  a  counselor.  The  counselor  will  ask  many 
questions  about  that  person  and  their  history  so  that  the  counselor 
can  understand  a  person  and  their  problems  better.  The  counselor 
will  try  to  help  the  person  decide  what  kind  of  counseling  would  be 
best  for  them. 

1.  A  person  may  be  then  referred  to  a  psychiatrist,  a  psy- 
chologist, or  a  social  worker  for  counseling  depending  on 
their  problems.  These  people  are  specially  trained  to  lis- 
ten, to  ask  questions  and  then  to  help  you  understand  why 
you  feel  and  act  the  way  you  do.  (Discuss  the  training  re- 
quired of  these  professionals). 

2.  A  person  may  be  seen  by  themselves  or  along  with  mem- 
bers of  their  family  if  the  counselor  thinks  it  would  help  for 
famil)  members  to  discuss  experiences  and  problems 
together.  Counseling  with  famil)  members  ma>  be  called 
marriage  counseling  01  family  counseling.  Family  coun- 
seling may  be  helpful  to  gei  a  teenager  to  listen. 

3.  Sometimes  a  support  group  is  recommended.  A  support 
group  is  a  place  for  people  to  talk  together  who  have 
problems  that  are  a  little  bit  alike.  Sometimes  people  feel 
better  just  by  talking  with  others  who  know  how  it  feels  to 
have  had  experiences  that  are  like  yours.  Sometimes  it  is 
helpful  to  talk  with  others  that  are  having  problems  with 
drinking  or  smoking  too  much  or  with  children  or  with  eld- 
erly parents.  Again,  everyone  in  a  group  like  this  swears  to 
keep  the  secrets  of  everyone  in  the  group.  No  one  is 
supposed  to  tell  about  someone  else's  problems,  not  even 
with  their  own  families.  You  are  protected! 
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MODULE  OVERVIEW 


Time 

120  minutes 

Purpose 

To  explain  how  to  use  health  care  services  in  America 

Learning  Objectives 

The  participant  will  receive  information  on  various  health  care  services  and  will  be 
able  to  follow  the  way  to  seek  services  when  a  person  is  sick. 

Major  sections 

A.  Introduction 

B.  Story  telling:    What  are  the  barriers  to  get  health  care  services  in  U.S.? 

C.  Discussion:   What  do  American  do  when  they  get  sick  or  when  they 
want  to  stay  healthy? 

D.  Who  is  who?  Types  of  health  care  professionals 

E.  Discussion:    Choosing  a  doctor  or  clinic 

Equipment,  Materials  and  Aids 

A.  Telephone  Directory  -  Yellow  pages,  hospital  directory 

B.  On  newsprint,  make  a  vocabulary  checklist  including  the  following  words: 

1 .  prevention 

2.  symptoms 

C.  People  Who  Work  At  Clinics  And  What  They  Do  -  Handout  II 

D.  Choosing  A  Doctor,  Nurse  or  Physician's  Assailant  -  Handout  III 
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Choosing  health  care  services 
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DETAILED  LESSON  PLAN 


(Note  to  the  Trainer:     This  module  is  written  from  the  perspective  of  an  American 
trainer  addressing  an  Asian  audience.) 

A.  Introduction  (15  minutes) 

B.  Story  Telling:  (30  minutes) 

Barriers  to  getting  health  services  in  America.  Divide  the  participants  into  small 
groups  of  five.  What  kinds  of  problems  do  people  have  using  U.S.  health 
services?  Ask  each  group  to  tell  their  own  story.  What  are  barriers  to  getting 
health  care  services  for  their  families  and  friends. 

1 .  The  following  is  a  partial  list.  List  the  kinds  of  problems  that  newcom- 
ers to  America  face  when  seeking  health  care.  Place  them  on  a  news- 
print. Help  the  participants  to  explain  and  categorize  them  accordingly. 
Ask  participants  to  show  hands  about  how  serious  and  common  the 
problems  are. 

a.  Language 

b.  Culture 

C.         Transportation 

d.         Lack  of  information 

2.  Place  these  barriers  en  the  wall  and  return  to  them  at  the  end  of  the  train- 
ing session. 

C.  Discussion:   What  do  Americans  do  if  they  are  sick  or  want  to  stay 
well?  (30  minutes) 

1 .         To  prevent  illness  and  to  stay  healthy 

a.  Let's  list  what  you  commonly  do  to  stay  healthy  now  or  to  keep 
your  family  healthy.  All  these  things  are  not  harmful,  may  be 
helpful,  and  people  feel  are  helpful. 

b.  In  the  West,  another  way  to  stay  healthy  is  to  schedule  check-ups 
for  yourself  and  your  children  regularly  depending  on  age,  sex, 
and  health  problems. 

C.         The  reasons  for  regular  check-ups  are: 

i.  Western  medicine  can  find  some  serious  health  problems 

by  examination  or  by  tests  before  a  person  may  even  feel 
them.  The  important  idea  is  that  if  diagnosed  earlier,  the 
illness  may  be  treated  better  during  the  early  stage  of  the 
illness. 
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III. 


IV. 


VI. 


But  it  is  also  important  to  know  that  Western  medicine 
might  not  always  be  able  to  treat  problems  that  are  both- 
ering a  person.  In  addition,  the  doctor  might  be  able  to 
treat  someone  who  has  no  symptoms  of  certain  disease, 
but  yet ,  he  or  she  might  not  be  able  to  treat  some  of  the 
persons  with  symptoms. 

Catching  problems  early  might  prevent  serious  things  from 
happening  such  as  heart  attack.    Some  illness  might  not 
be  preventable  but  can  be  treated,  such  as  cancer. 
By  having  a  regular  check  up.  the  doctor  gets  to  know  the 
patient  better  and  can  find  problems  more  easily. 
If  a  person  is  healthy,  the  doctor  will  know  his  or  her 
health)  levels  on  tests.  Each  person's  levels  are  a  little  bit 
different.  That  way  the  doctor  can  know  if  these  levels 
change  and  become  too  high  or  too  low,  normal  or  abnor- 
mal. This  is  especially  true  for  children. 
With  Eastern  medical  practices,  health  maintenance  is  a 
matter  of  balance  between  all  elements  in  this  universe  or 
of  pleasing  spirits.  Therefore,  some  of  them  do  not  need 
a  physician  for  regular  check-ups. 


d.  All  these  things  we  have  talked  about  are  called  prevention.  They 

prevent  illness  or  serious  complications  from  illness. 

2.         When  a  person  is  ill  or  hurt,  what  happens? 

a.  What  are  the  ways  that  you  know  you  or  your  child  is  sick ?  What 
do  you  do  first  about  those  problems?  How  do  you  decide  when 
to  go  to  the  doctor? 

b.  In  the  West,  doctors  say  that  any  time  a  pain  or  problem 
(symptom)  lasts  for  a  long  time  or  when  a  person  notices  a 
sudden  change  in  the  way  his  or  her  or  a  child's  body  is  working, 
it  is  wise  to  call  a  doctor  or  nurse.  They  can  tell  the  person  over 
the  telephone  whether  an  appointment  is  needed.  Call  when: 


IV. 

v. 


family  member  a  is  ill  and  does  not  get  well  quickly, 

an  illness  suddenly  gets  worse, 

a  person  knows  he  or  she  is  ill  or  a  child  is  ill  but  does 

not  know  how  to  treat  it. 

a  person  does  not  feel  well,  but  does  not  know  why, 

fever  that  does  not  go  away  in  two  days. 


Doctors  do  not  mind  if  a  person  calls  them  first  to  check  on  a 
problem.  They  do  not  think  it  is  foolish.  They  can  tell  him  or  her 
where  to  go  for  help  or  maybe  how  to  treat  the  problem  at  home. 
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A  person  should  try  to  tell  the  doctor  or  nurse  as  much  about  the 
problem  as  he  or  she  can:  how  long  the  problem  has  been  there, 
if  it  is  getting  worse,  what  has  already  been  done  about  the  prob- 
lem, and  has  the  person  checked  for  fever. 

d.  For  example,  a  person  may  have  a  pain  in  his  or  her  leg  from  an 
injury,  trouble  breathing,  a  bad  sore  throat,  a  change  in  the  color 
of  the  urine  or  bowel  movement,  sudden  loss  of  weight  for  no 
reason,  or  a  fever  or  cough  that  will  not  go  away.  These  are 
examples  of  symptoms  that  might  signal  the  beginning  of  some 
disease.  A  doctor  can  help  to  diagnose  a  disease  or  an  injury  and 
give  proper  treatment  for  the  problem. 

e.  A  person  should  not  wait  until  the  problem  becomes  very  bad 
before  calling  or  seeing  the  doctor.  If  one  waits,  he  or  she  might 
cause  danger  to  his  or  her  health  or  injure  the  body  permanently. 

D.        Exercise:     Who  is  Who  -    types  of  health  care  professional  and 
traditional  healers  (30  minutes) 

1 .  Participants  are  divided  into  group  of  five  or  less.  Each  group  is  given  a 
Telephone  Directory  book  or  a  hospital  directory  book,  and  "People  who 
work  at  clinics  and  what  they  do"  and  "choosing  a  doctor,  nurse,  or 
physicians  assistant". 

2.  Prepare  and  distribute  a  handout  with  the  following  headings: 

a.  clinician; 

b.  family  practitioner; 
C.         internist; 

d.  certified  nurse  midwife; 

e.  nurse  practitioner/clinician; 

f.  physician's  assistant; 

g.  pediatrician; 

h.         obstetrician/gynecologist  (OB/GYN);  and 

i.  traditional  healer  eg.:  herbalist,  message  therapist,  shaman,  etc. 

3.  Go  over  each  of  these  professions  and  explain  their  specific  expertise. 
Ask  participants  what  it  was  like  in  their  homeland. 

4.  Ask  participants  to  take  about  15  minutes  to  look  up  names  of  these 
doctors  who  may  be  located  near  their  neighborhood. 

(Take  a  15  minutes  break) 
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E.         Discuss  how  to  choose  a  doctor  or  clinic  (30  minutes) 

1 .  If  a  person  can  choose  a  doctor,  he  or  she  could: 

a.  Ask  friends  such  as  yourself  and  other  family  members  about 
doctors  that  they  like. 

b.  Call  the  local  public  health  department  or  refugee  agency.  The 
outreach  staff  in  these  agencies  are  very  good  people  to  ask  about 
doctors.  They  should  be  able  to  recommend  doctors  or  clinics 
whose  services  cost  less  and  who  often  see  people  from  South- 
east Asia. 

c.  Call  any  hospital  or  look  into  the  telephone  directory  as  you  just 
did.  However,  this  may  not  be  the  most  common  way  due  to  lan- 
guage barriers  as  well  as  the  complexity  of  (his  subject  matter. 

2.  When  Americans  find  a  doctor  they  feel  comfortable  with  (someone  they 
can  talk  with,  who  does  not  make  them  feel  foolish,  who  gives  good 
medical  advice),  they  continue  to  see  that  person  so  that  the  doctor  can 
get  to  know  them  and  their  health. 
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HANDOUT  II 


People  Who  Work  At  Clinics  And  What  They  Do 


Person 

Doctor 


What  they  do 


Examines  patients,  makes  a  diagnosis,  prescribes 
treatment 


Nurse 


Assists  doctors,  often  teaches  and  gives  information  to 
patients 


Social  Worker 


Talks  to  patients  about  problems  that  are  not  medical, 
makes  referrals  to  other  agencies 


Nutritionists 


Teaches  and   gives  information   about  healthy    diets, 
especially  for  pregnancy  or  problems  like  diabetes 


Medical  Assistant 


Brings  people  into  the  room,  may  be  simple  tests  such 
as  taking  a  temperature  and  blood  pressure,  assists 
doctor 


Receptionist 


Answers  the  phone,  schedules  the  appointments, 
greets  you  at  the  office 
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Choosing  A  Doctor,  Nurse  or  Physician's  Assistant 


Clinician 

Family  Doctor 


What  He  or  She  Treats 


All  family  members  for  routine  care  and  illness 


Internist 


Adults  for  routine  care  and  illness.  Also,  special- 
ized care  tor  medical  conditions  like  heart  disease 
or  diabetes 


Gynecologist 


Women's  health  concerns  and  routine  care 


Obstetrician 


Pregnancy,  prenatal  care  and  childbirth 


Pediatrician 


Children  and  teenagers  for  routine  care  and  illness 


Nurse  Practitioner  or 
Nurse  Clinician 


Under  the  supervision  of  a  doctor,  sees  children. 
men,  or  women  for  routine  care  and  certain  routine 
illnesses 


Physician's  Assistant 


Under  the  supervision  of  a  doctor,  sees  children, 
men,  or  women  for  routine  care  and  certain  routine 
illnesses 


Certified  Nurse-Midwife 


Under  the  supervision  of  a  doctor,  sees  women  for 
pregnancy,  prenatal  care  and  childbirth. 
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MODULE  OVERVIEW 


Time 

180  minutes 

Purpose 

To  explain  the  various  processes  of  using  health  care  services  in  America,  from  making 
appointment  to  making  payment 

Learning  Objectives 

The  participants  will  be  able  identify    various    processes    that  a  sick   person    must 
encounter  in  using  the  health  care  services  in  America. 

Major  sections 

A.  Introduction 

B.  Making  an  appointment 

C.  A  visit  to  the  doctor,  clinic,  or  examination  room 

D.  Doctor's  order  and  medication 

E.  Discussion:  how  to  determine  a  payment  plan 

Equipment,  Materials  and  Aids 

A.  Reference:       "Appointment,  Appointment" 

"The  Doctor's  Office" 

NYANA,  17  Battery  Place,  NY  10004 

B.  On  newsprint,  make  a  vocabulary  checklist  of  the  following  terms: 

1.  Medicaid; 

2.  sliding  fee  scale; 

3.  payment  plan; 

4.  diagnosis; 

5.  medical  history; 

6.  physical  examination; 

7.  medicine  prescription; 

8.  generic  pharmaceuticals; 

9.  child-proof  containers;  and 

10.  dose/dosage. 

C.  Warning:  All  Medications  Can  Be  Very  Dangerous  If  They  Are  Not  Used 
Correctly  -  Handout  IV 
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Visiting  your  health  clinic  for  regular  checkups 
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DETAILED  LESSON  PLAN 


(Note  to  the  Trainer:  a.  This  module  is  written  from  the  perspective  of  an  American 
trainer  addressing  an  Asian  audience,  b.  This  module  contains  many  technical  termi- 
nology. The  trainer  must  be  aware  of  the  level  of  comprehension  among  participants. 
Be  flexible  and  adjust  the  time  allotment  as  needed.) 

A.  Introduction  (15  minutes) 

Now  that  you  have  identified  how  the  health  care  services  are  organized  and 
recognized  that  there  are  many  health  professionals  to  help  you,  let's  discuss  the 
various  situations  a  sick  person  may  encounter  in  America.  This  session  will 
look  at  making  doctor's  appointments,  visiting  the  doctor,  getting  medicine  and 
making  payment  for  health  care  services. 

B.  Making  an  appointment  (30  minutes) 

Once  a  person  decides  to  make  an  appointment  with  a  doctor,  here  are  the  steps 
to  take: 

1 .  Telephone  the  clinic  and  give  the  name  and  the  reason  an  appointment  is 
needed.  The  receptionist  will  schedule  the  appointment  for  about  the 
amount  of  time  needed  for  the  doctor  to  work  on  the  problem.  It  may  be 
as  long  as  40  minutes  for  an  examination  or  10  to  15  minutes  for  an 
illness. 

2.  Be  sure  to  say  how  you  will  pay:  insurance,  Medicaid,  or  self-paid.  Ask 
about  the  Sliding  Fee  Scale. 

3.  Write  down  the  day  and  time  of  the  appointment  and  the  name  of  the 
doctor  to  be  seen.  Make  sure  you  know  the  way  to  the  doctor's  office 
from  your  home  or  workplace.  Will  you  be  able  to  get  transportation? 

4.  The  appointment  may  be  for  the  same  day  if  the  problem  sounds  bad 
enough  and  there  is  room  on  the  schedule.  Otherwise,  the  wait  may  be  a 
few  days  or  weeks.  If  they  say  you  that  you  must  wait,  but  you  cannot, 
then  tell  them  so. 

5.  Make  sure  the  appointment  is  at  a  time  which  can  be  kept,  or  ask  for 
another  time.  If  an  appointment  cannot  be  kept,  call  to  cancel  and  re- 
schedule a  time.  Some  doctors  make  patients  pay  for  an  appointment  if 
the  person  does  not  call  a  day  ahead  of  time  to  cancel.  Also,  someone 
else  with  a  serious  problem  may  be  able  to  come  in  at  that  time. 

6.  Let's  roleplay  calling  the  doctor's  office  for  an  appointment.  Two  or 
three  pairs  can  play  "the  patient"  and  "the  receptionist". 

List  the  steps  to  making  an  appointment  with  a  doctor  or  clinic: 

a.  Telephone  the  office.  Do  you  need  an  interpreter? 

b.  Give  your  name  and  the  reason  you  need  an  appointment. 
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C.  Explain  to  the  receptionist  what  type  of  payment  you  are  able  to 
do.  Ask  about  Sliding  Fee  Scale. 

d.  Write  down  day  and  time  of  appointment  and  name  of  clinician 
you  are  to  see. 

e.  Call  to  cancel  and  reschedule  if  you  cannot  keep  the  appointed 
time. 

C.        A  visit  to  the  doctor  or  clinic  (30  minutes) 

1 .         Let's  talk  about  going  to  the  clinic.  Here  are  the  people  that  may  be 
seen  or  talked  to  at  a  clinic: 

a.  If  someone  does  not  feel  like  they  know  English  well  enough  to 
talk  with  the  doctor,  he  or  she  should  bring  along  someone  to 
interpret.  This  can  be  a  family  member  or  a  friend,  but  it  really 
helps  if  someone  is  trained  to  interpret  or  really  speaks  the  lan- 
guage well  to  be  sure  you  are  getting  the  best  care  from  the  doc- 
tor. If  you  know  someone  who  needs  help  with  interpretation, 
the  CHOWs  are  trained  to  do  this  and  can  help.  Other  people  can 
go  to  the  clinic  with  the  patient  if  thai  makes  him  or  her  feel  more 
comfortable. 

b.  It  is  helpful  if  patients  come  to  the  clinic  a  few  minutes  before 
their  appointment.  This  way  if  there  are  problems  finding  the 
clinic  the  person  will  not  be  late.  Appointments  are  scheduled 
for  a  certain  amount  of  time  depending  on  the  reason  the  doctor 
is  being  seen.  The  receptionist  may  have  much  more  trouble 
getting  a  person  in  to  see  the  doctor  if  he  or  she  does  not  come  on 
time,  or  sometimes  the  doctor  will  have  to  see  the  patient  for  less 
time  or  not  at  all. 

C  Check  in  with  the  receptionist  in  the  waiting  room.    Give  the 

patient's  name  and  appointment  time.  Show  any  medical  insur- 
ance or  Medicaid  card  if  that  is  how  the  appointment  will  be  paid 
for. 

d.  Stay  in  the  waiting  room  until  the  patient's  name  is  called.  Listen 
carefully;  Americans  might  not  say  it  right. 

Prepare  and  distribute  the  following  information: 

1 .  Arrange  to  bring  interpreter  if  necessary; 

2.  Arrive  a  few  minutes  early; 

3.  Check  in  with  the  receptionist  in  the  waiting  room; 

4.  Give  your  name  and  appointment  time,  and  show  your  medical 
card  is  you  have  one;  and 

5.  Stay  in  the  waiting  room  until  your  name  is  called. 

(Take  a  break  for  15  minutes) 
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2.         What  happens  in  the  examining  room  (15  minutes) 

a.  The  doctor  is  going  to  try  to  find  out  what  the  cause  of  the  health 
problem  is  (or  make  a  diagnosis). 

b.  First,  he  or  she  will  start  by  asking  questions  about  the  patient's 
past  health  and  life  situation.  This  is  called  a  medical  history. 
The  doctor  may  ask  questions  about  past  diseases  and  health  prob- 
lems, and  any  immunizations  the  patient  has  had.  The  patient 
may  also  be  asked  about  what  he  or  she  eats,  where  he  or  she 
lives,  where  he  or  she  came  from,  where  he  or  she  works.  It  is 
important  to  give  as  much  information  as  needed  since  all  these 
things  affect  the  person's  health  right  now.  Also,  tell  the  doctor 
about  symptoms  right  now.  Tell  about  any  medicines  being  taken, 
including  herbal  medicines.  If  the  doctor  also  gives  medicines, 
herbal  medicines  may  not  go  well  with  Western  medicines  and 
might  give  the  person  more  problems  than  before.  Try  not  to 
hide  anything  because  that  might  be  important  information  the 
doctor  needs  to  help. 

c.  Next,  the  doctor  may  give  a  physical  examination.  The  patient 
may  be  asked  to  take  off  all  or  part  of  his  or  her  clothing.  The 
doctor  will  leave  while  the  patient  undresses  and  will  give  the 
person  a  cloth  or  paper  gown  to  cover  with. 

Many  Asians  are  very  embarrassed  and  uncomfortable  in  this  situ- 
ation. It  is  very  different  for  them.  Let's  take  a  few  minutes  to 
talk  about  the  feelings  and  fears  in  this  situation.  What  is  the 
worst  part?  What  would  make  most  Asian  women  more  com- 
fortable during  an  examination?  We  will  make  a  list  of  these 
things. 

d.  With  different  tools  or  instruments,  the  doctor  will  look  at  the 
patient's  eyes,  ears,  nose,  and  throat.  He  or  she  will  listen  to  the 
lungs  and  heart.  The  patient  will  probably  have  his  or  her  tem- 
perature and  blood  pressure  taken  by  a  medical  assistant.  The 
doctor  may  also  have  the  patient's  urine  tested.  The  stool  may  be 
tested  for  parasites.  All  of  this  is  painless. 

e.  The  doctor  may  press  or  tap  different  parts  of  the  patient's  body 
such  as  the  throat  or  knees.  This  will  be  painless  or  a  little  un- 
comfortable. 

f .  To  get  more  information,  the  doctor  may  have  some  simple  tests 
done.  A  special  camera,  an  X-ray  machine,  may  take  pictures  of 
the  patient's  bones  or  body  parts  inside.  A  blood  test  looks  for 
different  problems  like  infections  or  low  iron  (anemia).  A  blood 
test  is  not  part  of  a  cure.  To  get  a  small  amount  of  blood,  the 
patient's  finger  may  be  pricked  with  a  needle  or  a  larger  needle 
may  be  used  to  take  blood  from  the  arm.  Both  these  tests  may 
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hurt  only  a  little.  The  amount  of  blood  taken  may  seem  to  be  a 
lot,  but  the  body  replaces  the  blood  in  about  two  hours.  New 
blood  is  always  being  made  by  the  spleen  and  the  sternum. 

g.  The  doctor  may  also  do  a  pelvic  or  rectal  exam  which  we  will 
discuss  later. 

h.  While  being  examined,  it  is  a  good  idea  to  know  what  the  doctor 
is  doing  and  why.  The  patient  can  always  ask  if  he  or  she  does 
not  understand  or  wants  to  know  what  the  doctor  is  finding.  Or 
the  patient  can  ask  the  nurse  to  explain  after  the  doctor  is  finished 
with  the  exam. 

Discuss  with  participants  what  their  thoughts  are  about  what 
happens  in  the  clinic: 

i.  taking  a  medical  history; 

ii.  giving  a  physical  examination; 

iii.        giving  common  tests;  and 

D.         Lecture:   Doctor's  order  and  medication  (45  minutes) 

1.  After  the  examination,  the  doctor  may  have  different  kinds  of 

orders: 

a.  The  doctor  might  recommend  some  kind  of  home  treatment  such 
as  rest  or  special  foods  to  eat.  In  the  West,  doctors  think  that 
many  problems  will  go  away  by  themselves  if  people  take  care 
of  themselves.  The  doctors  use  the  exam  to  see  if  the  problem  is 
something  serious.  If  they  do  not  find  anything,  they  believe  the 
patient's  body  will  heal  itself. 

b.  Sometimes  the  doctor  may  not  have  anything  to  tell  or  give  the 
patient  right  away.  Western  tests  may  take  days  or  even  weeks  to 
have  results.  The  doctor  may  be  waiting  to  see  the  results  of  some 
of  the  tests.  This  may  be  different  from  what  happens  when  a 
person  goes  to  an  Eastern  healer. 

c.  The  doctor  may  give  a  written  prescription  for  medications  which 
must  be  taken  to  a  pharmacist.  If  you  have  ever  had  a  bad  reac- 
tion to  some  kind  of  medication,  be  sure  the  doctor  knows  this 
and  gives  you  a  prescription  for  another  medication. 

d.  Or  the  patient  may  be  given  a  referral  to  a  specialist,  i.e.  doctor 
with  special  skills,  who  can  treat  more  complicated  problems 
and  illnesses. 

e.  The  patient  may  be  asked  to  schedule  a  follow-up  appointment  to 
check  how  he  or  she  is  doing.  If  the  doctor  wants  to  see  the 
patient  again,  an  appointment  should  be  made  with  the  recep- 
tionist before  the  patient  leaves  the  office.   Put  the  appointment 
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card  in  a  safe  place.    If  you  find  that  you  need  to  change  the 
appointment  later,  be  sure  to  call  the  doctor's  office  at  least  one 
day  in  advance  to  change  the  appointment  to  another  day.  Change 
the  date  and  time  on  the  appointment  card. 
f .  Before  leaving  the  office,  the  patient  should  be  sure  they  under- 

stand the  doctor's  directions.  If  the  patient  does  not  plan  to 
follow  all  of  the  directions,  he  or  she  can  ask  the  doctor  if  every- 
thing the  doctor  has  said  must  be  done.  Maybe  the  medicine  is 
too  expensive  or  a  kind  the  patient  does  not  like.  Maybe  the 
instructions  are  something  a  parent  knows  his  or  her  child  will 
not  do.  If  the  patient  tells  the  doctor  any  of  these  things,  he  or  she 
might  have  another  idea  of  how  to  help.  Maybe  the  doctor  can 
tell  the  patient  to  use  a  cheaper  medication  or  a  plan  that  the 
patient  knows  will  be  followed.  It's  worth  a  try. 

Using  medications  safely 

a.  When  we  say  drugs,  we  mean  anything  that  people  take  that  is 
not  normally  part  of  the  body.  The  same  thing  is  meant  when  we 
say  drugs  and  medicine.  Some  are  legal  and  some  are  not  legal. 
Today,  we  are  going  to  talk  about  legal  drugs  and  medicines  that 
are  taken  for  a  person's  health.  Legal  drugs,  too,  can  be  very 
dangerous,  so  we'll  talk  about  how  to  use  them  safely. 

b.  There  are  two  ways  to  buy  medicines.  Drugs  that  are  bought 
from  shelves  at  a  drugstore  are  called  over-the-counter  drugs. 
These  medicines  are  bought  if  a  person  wants  to  treat  a  simple 
symptom  like  a  headache  or  cough.  A  doctor's  order  is  not  needed 
for  these.  Any  person  can  buy  these  from  a  drug  store  or  phar- 
macy. 

c.  Strong  medicines  must  be  taken  only  as  a  doctor  directs.  The 
doctor  will  give  the  patient  a  piece  of  paper  called  a  prescription. 
This  prescription  must  be  taken  to  a  pharmacist  to  get  the  medi- 
cine. Most  drugstores  have  a  pharmacy  where  a  person  can  have 
a  prescription  filled. 

i.  Sometimes  medical  insurance  will  pay  for  all  or  part  of  a 

prescription.  Often,  people  have  to  pay  for  the  drug  by 
themselves. 

ii.  Sometimes  the  pharmacist  can  recommend  a  cheaper  kind 
of  the  drug  than  the  doctor  has  recommended.  This  kind 
of  drug  is  called  a  generic.  Ask  the  pharmacist,  "Is  there 
a  generic  form  of  this  medicine  that  I  can  use?" 
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d.  Most  prescription  medicines  and  some  over-the-counter  drugs 
come  in  child-proof  containers.  This  means  that  the  bottles  of 
medicine  must  be  opened  in  a  special  way.  This  way  children 
cannot  get  into  them  accidentally.  To  open  some  bottles,  the  cap 
must  be  pressed  down  hard  while  also  being  turned.  For  other 
bottles,  two  arrows  must  be  lined  up  (one  on  the  cap  and  the  other 
on  the  bottle)  before  a  person  will  be  able  to  get  the  bottle  cap  off. 
Ask  the  pharmacist  or  the  cashier  how  to  open  the  bottle. 
(English:     "How  do  I  open  this  '.' " ) 

When  you  take  the  medicine  home,  place  it  in  a  very  safe  place 
where  children  cannot  find  it  or  reach  it.  Medicines  can  poison 
children.  If  a  child  does  eat  or  drink  the  medicine,  there  is  a 
special  office  you  can  call  for  help.  This  is  the  Poison  Control 
Center.  Let's  look  into  the  telephone  directory  for  its  number. 

The  Center  is  available  24  hours  a  day  and  the  people  are  very 
helpful.  When  you  call  the  Poison  Control  Center,  take  your  time 
to  speak  slowly  to  help  them  understand  your  situation.  They 
will  explain  to  you  what  you  should  do.  If  the  child  loses 
consciousness  or  has  a  seizure,  call  911  right  away. 

Because  this  is  so  important,  let's  take  a  minute  to  roleplay  a  call 
to  the  Poison  Control  Center.  Let's  pretend  that  your  three-year- 
old  has  eaten  half  a  bottle  of  your  mother's  blood  pressure  medi- 
cation. 

e.  Directions  for  taking  medication  -  It  is  very  important  to  follow 
exactly  the  directions  for  taking  all  medicines.  Taking  too  much 
medicine  at  one  time,  or  taking  medicine  too  often,  is  very  dan- 
gerous. The  amount  of  medicine  (called  a  dose  or  dosage)  is 
set  for  a  person's  age  and  weight.  Refer  to  a  handout  on: 
"Warning:  all  medications  can  be  very  dangerous  if  they  are  not 
used  correctly." 

i.  A  person  must  read  all  the  directions  for  taking  any  medi- 

cine before  he  or  she  leaves  the  pharmacy.  The  pharma- 
cist should  make  sure  each  person  understands  the  directions. 
If  a  person  gets  confused  about  the  medicine  once  at  home, 
he  or  she  can  always  call  the  pharmacist  and  ask  ques- 
tions. 

ii.  If  a  person  is  taking  antibiotics,  directions  will  tell  him  or 

her  that  all  of  the  medicine  must  be  taken,  even  if  the 
infection  being  treated  has  cleared  up  before  all  the  medi- 
cine is  gone.  If  not,  the  infection  might  come  back. 
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iii.  Some  directions  tell  people  to  take  a  teaspoon  or  table- 
spoon of  medicine.  These  are  not  the  same  amounts  as 
the  teaspoon  or  tablespoon  in  silverware.  A  measure  for 
medicines  can  be  bought  at  the  drugstore.  This  cheap 
tool  is  very  good  for  giving  medicines  to  babies  and 
children.  Ask  the  pharmacist. 

f.  Pregnant  women  must  tell  the  doctor  they  are  pregnant.  Some 
medications  can  hurt  the  baby. 

g.  Certain  herbal  medicines  or  traditional  health  remedies  may  be 
harmful  because  of  their  lead  content.  Lead  is  a  major  ingredient 
in  many  medicines  from  Thailand  and  China.  This  is  very 
dangerous  and  can  cause  blindness,  fainting,  blood  poisoning, 
and  mental  retardation  in  children.  Therefore,  it  is  best  to  consult 
your  doctor  if  these  kinds  of  traditional  medicines  are  used. 

E.        How  to  determine  a  payment  plan  (30  minutes) 

1 .  Discuss  cost  of  medical  care 

a.  private  and  public  insurance 

b.  paying  out-of-pocket 

c.  ways  to  keep  costs  lower 

d.  arranging  payment  plans 

e.  using  public  health/community  clinics 

f .  avoiding  emergency  departments 

2.  Medical  care  in  the  United  States  is  not  free  and  available  for 
everyone.  Which  doctors  people  can  go  to  may  depend  on  what 
kind  of  insurance  they  have  or  if  they  have  no  insurance  at  all. 
Trying  to  pay  for  medical  services  is  not  always  easy.  Here  are 
some  ideas  that  may  help: 

a.  Medical  care  can  be  paid  for  by  private  insurance  that  is 
usually  paid  for  by  an  employer  (if  one  works),  or  public 
insurance  like  Medicaid,  that  is  paid  for  by  the  govern- 
ment. If  a  person  has  insurance,  only  some  doctors  may 
take  that  kind.  If  a  person  has  Medicaid,  he  or  she  might 
be  assigned  to  a  doctor;  many  doctors  will  not  accept 
Medicaid;  and  the  Social  Services  Department  Workers 
should  know  which  doctors  a  person  can  go  to. 

b.  If  a  person  does  not  have  medical  insurance,  then  he  or 
she  must  go  where  services  are  free,  like  local  health  de- 
partment clinics,  or  pay  for  services.  Even  at  health  de- 
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C. 


partments,  people  will  probably  ask  the  patient  to  pay  some 
of  the  cost  depending  upon  how  much  money  the  person 
makes.  This  is  called  a  "sliding  fee  scale". 

If  a  person  knows  he  or  she  will  have  to  pay  for  services, 
here  are  some  suggestions  for  keeping  the  costs  lower: 


i.  Call  the  clinic  or  hospital  ahead  of  time  and  speak 

to  a  social  worker  or  someone  in  the  finance  or 
accounting  department.  They  may  ask  work  out  a 
•payment  plan".  That  is  an  agreement  to  pay  a 
part  of  the  cost  of  the  bill  each  month.  A  payment 
plan  should  be  discussed  before  the  patient  gets 
the  bill.  Sometimes  the  hospital  will  not  make  a 
patient  pay  all  or  part  oi'  the  bill  if  he  or  she  talks 
to  them. 

ii.  Some  public  clinics  or  hospital  clinics  will  see 

patients  at  a  low  or  no  cost.   Call  and  ask  for  the 
cost  before  an  appointment  is  made. 

iii.  Tell  your  doctor  that  you  are  paying  for  your  visit 
and  ask  to  order  only  essential  tests. 

iv.  Avoid  going  to  a  hospital  emergency  department. 
The  emergency  department  must  see  everyone  that 
comes  for  help,  but  their  services  are  very  expen- 
sive. Try  to  go  to  a  clinic  before  the  problem  gets 
very  bad. 
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HANDOUT  IV 


Warning:  All  Medications  can  be  very  dangerous  if  they  are  not  used  correctly 

Things  you  should  know  when  buying  or  using  medications: 

1 .  Do  not  use  drugs  for  a  long  time  without  being  under  a  doctor's  care. 

2.  Do  not  mix  different  kinds  of  medicines  such  as  herbal  medicine  and  western 
drugs  without  talking  to  a  doctor. 

3.  Talk  to  a  doctor  before  taking  any  drug  if  you  have  any  of  the  following 
problems:  high  blood  pressure,  diabetes,  glaucoma,  heart  or  thyroid  disease, 
allergies,  or  any  long  lasting  condition. 

4.  If  you  are  pregnant,  do  not  use  any  drugs  without  talking  to  your  doctor.  If  the 
doctor  prescribes  a  medication,  be  sure  the  doctor  knows  you  are  pregnant. 

5.  Always  follow  the  directions  on  the  label. 

6.  If  you  forget  to  take  a  dose  of  medicine,  do  not  double  the  next  dose. 

7.  If  you  think  you  are  have  bad  effects  from  the  drug  you  are  using,  call  the  doctor 
or  pharmacist  and  tell  what  the  problem  is.  Problems  may  be  throwing  up, 
diarrhea,  rashes,  dizziness. 

8.  Avoid  drinking  alcohol  when  you  are  on  medication. 

9.  If  you  are  giving  a  sweet  tasting  medication  to  a  child  be  sure  to  teach  that  this 
is  only  to  be  taken  for  their  illness  with  an  adult  helping. 

1 0.  If  you  are  no  longer  using  a  drug,  flush  the  rest  of  the  medicine  down  the  toilet 
and  wash  out  the  container. 

1 1 .  Store  all  drugs  out  of  the  reach  of  children. 

1 2.  Never  give  medicine  to  someone  else  if  it  was  prescribed  for  you. 

1 3.  Never  give  or  take  medicine  from  an  unlabeled  bottle,  or  if  you  don't  know  what 
it  is. 

14.  Never  give  or  take  medicine  in  the  dark. 
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MODULE  OVERVIEW 
Time 

120  minutes 

Purpose 

To  reduce  unnecessary  use  of  emergency  department  services  with  the 
goal  of  reducing  medical  costs,  improving  quality  of  care  and  improving 
access  to  emergency  departments 

Learning  objectives 

The  participants  will  be  able  to  define  the  purpose  of  emergency  depart- 
ments and  reasons  clients  use  emergency  service. 

The  participants  will  be  able  to  define  preventive  care,  urgent  care  and 
emergency  care. 

The  participants  will  be  able  to  identify  major  causes  of  accidents  and 
demonstrate  actions  to  prevent  common  misuse  of  emergency  departments. 

Major  sections 

A.  Introduction 

B.  Purpose  of  emergency  department 

C.  Reasons  why  people  use  emergency  department 

D.  Define  preventive  care,  urgent  care,  and  emergency  care 

E.  Major  causes  of  accidents 

F.  How  to  avoid  the  use  of  emergency  department 

G.  How  to  improve  access  to  appropriate  services 

H.         Role  play  -  how  to  avoid  using  the  emergency  department 

Equipment,  Materials  and  Aids 

Suggested  Handouts:  Immunization  Schedule; 
EPSDT  Guidelines; 
Seatbelt  and  Carseat  Laws; 
Smoke  Alarm  Guidelines; 
Medical  Hotlines;  and 
First  Aid  Information. 
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AVOIDING  THE   UNNECESSARY  USE  OF  THE  EMERGENCY  DEPARTMENT 

DETAILED  LESSON  PLAN 

(Note  to  the  Trainer:     This  module  is  written  from  the  perspective  of  an  American 
trainer  addressing  an  Asian  audience.) 

A.  Introduction  (5  minutes) 

B.  What  is  the  purpose  of  emergency  departments?  (5  minutes) 

1 .  To  treat  true  emergencies,  which  are  life-threatening  conditions  that  come 
up  suddenly. 

a.         Ask  participants  to  give  examples  of  life-threatening  conditions. 

2.  Why  do  we  want  to  avoid  using  the  emergency  department  unnecessarily? 

a.  Because  emergency  departments  can  become  crowded  with 
non-emergency  cases,  making  it  difficult  for  hospital  staff  to  give 
high  quality  service; 

b.  Because  emergency  departments  provide  very  expensive  services 
and  are  not  the  most  cost-effective  way  to  receive  the  service; 

C.         Because  emergency  departments  are  not  set  up  to  provide  the 

highest  quality,  non-emergency  care; 
d.         Because  well  people  can  be  exposed  to  serious  illness 

3.  Ask  participants  to  discuss  previous  experiences  of  using  the  emergency 
department  by  themselves  or  with  others.  How  did  they  feel? 

C.  What  are  the  reasons  people  use  emergency  services?  (1 0  minutes) 

1 .  appropriate  emergencies 

2.  lack  of  preventive  care 

3.  lack  of  knowledge 

4.  lack  of  access  to  appropriate  service. 

D.  Health  care  can  be  preventive  care,  urgent  care,  emergency  care 
(20  minutes) 

1.         Preventive  care  includes   healthy  behaviors  or  medical  care  that  help 
prevent  illness  or  injury  from  occurring.  Examples  include: 

a.  eating  right; 

b.  getting  rest  and  exercise; 

C.  reducing  and  managing  stress; 

d.  stopping  or  reducing  smoking; 

e.  getting  regular  checkups  (EPSDT); 

f.  keeping  up  on  immunizations;  and 

g.  getting  prenatal  care. 
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2.  Urgent  Care  is  care  for  an  illness  that  is  needed  within  the  next  day  or  so. 
Urgent  care  be  anything  that  can  wait  without  too  much  suffering  until 
the  doctor  or  clinic  is  available,  such  as: 
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a. 

an  ear  ache; 

b. 

rashes; 

c. 

sometimes  diarrhea; 

d. 

a  minor  injury; 

e. 

a  minor  infection;  and 

f. 

the  flu,  etc. 

3.  Emergency  Care  is  care  for  an  illness  or  injury  that  is  needed  immediately 

or  within  a  short  time  to  prevent  fun  her  damage  or  death.     Examples 
include: 


a. 

chest  pains; 

b. 

heart  attack; 

c. 

unconsciousness; 

d. 

some  seizures, 

e. 

lack  of  breathing; 

f. 

bleeding; 

g- 

broken  bones;  and 

h. 

drowning,  etc. 

E.  Accidents  are  an  appropriate  use  of  emergency  departments. 
(20  minutes) 

1 .  Let's  talk  about  the  major  causes  of  accidents  (and  deaths);  and  later 
we'll  talk  about  how  to  avoid  them. 

2.  What  do  you  think  are  the  major  causes  of  accidents? 

3.  What  do  you  think  are  the  major  causes  of  death  to  children? 

4.  Later  we'll  roleplay  ways  to  prevent  accidents. 

F.  Knowing  all  this,  what  can  we  do  to  avoid  emergency  departments? 
(20  minutes) 

1.  Scheduling  well-child  check-ups  and  immunizations 

2.  Ways  to  avoid  or  care  for  colds  and  flu's 

3.  Learning  to  take  a  temperature 

4.  Learning  first  aid  for  small  emergencies 

5.  Using  home  health  references 

6.  Using  medical  advice  hotlines  (get  stickers) 

7.  Using  seatbelts  and  carseats 

8.  Installing  and  maintaining  smoke  alarms 

9.  Preventing  scald  burns 

1 0.  Stop  smoking 
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G.  Sometimes  people  might  use  emergency  departments  because  they 
cannot  get  in  to  see  their  doctors  or  they  do  not  have  transportation. 
Some  doctors  only  see  clients  on  an  appointment  basis,  and  people 
may  feel  they  need  to  be  seen  sooner.  After  checking  home  refer- 
ences or  calling  a  hotline,  if  a  person  cannot  get  into  their  regular 
doctor,  he  or  she  should  probably  go  to  the  emergency  department. 
But  everyone  should  work  to  improve  the  medical  care  system  by 
avoiding  using  emergency  departments  if  they  do  not  need  to.  Here 
are  a  couple  things  people  can  do  if  they  need  care  but  have  nowhere 
to  go  for  it:    (20  minutes) 

1.  Complain  to  their  doctor  or  clinic  if  they  do  not  have  good  access.  If 
they  are  not  satisfied  with  the  doctor  or  clinic's  response,  they  can 
always  change  providers. 

2.  If  a  person  cannot  change  providers,  he  or  she  can  write  letters  to  fund- 
ing agencies  (i.e.  Medicaid  office,  MDPH)  and  government  representa- 
tives. Send  copies  to  the  provider.  In  fact,  we  as  a  group  could  compose 
a  letter  together  to  describe  some  of  the  experiences  we've  had. 

H.  Roleplay  -  The  purpose  of  these  roleplays  is  to  learn  about  ways  to 
handle  childhood  illnesses  and  accidents.  (20  minutes) 

1 .  Partners  pick  a  roleplay  situation. 

2.  Partners  discuss  the  best  way  to  handle  the  situation  and  request 
assistance  from  the  trainer  if  needed. 

3.  One  group  roleplays  their  situation. 

4.  The  class  then  discusses  the  situation  and  lists  the  steps  to  handle  the 
situation. 

5.  Steps  #3  and  #4  are  repeated  until  all  the  partners  have  had  a  turn. 
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Having  regular  prenatal  examinations  can  ensure  healthy  pregnancy 
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MODULE  OVERVIEW 


Time 

120  minutes 
Purpose 

To  discuss  women's  health  issues  from  different  cultural  perspectives,  and 

To  define  ways  to  address  women's  health  issues  in  America. 

Learning  Objectives 

The  participants  will  be  able  to  discuss  the  different  viewpoints  between  Asian  and 
Americans  when  addressing  women's  health  problems.  In  addition,  they  will  be  able  to 
discuss  methods  of  addressing  women's  health  issues  in  the  U.S. 


Major  Sections 

A. 

Introduction 

B. 

Major  Reproductive  Organs 

C. 

Cancer 

D. 

Birth  Control 

E. 

Vaginal  Infection 

F. 

Sexually  Transmitted  Diseases 

G. 

Rape 

H. 

Domestic  Violence 

1. 

Pelvic  Examinations 

Equipment,  Materials  and  Aids 

A.  Provide  medical  equipment,  such  as  a  speculum,  for  participants  to  observe. 
Also,  provide  a  model  of  the  female  reproductive  system. 

B.  On  newsprint,  make  a  vocabulary  checklist  with  the  following  terms: 

1 .  Reproductive  Organs 

2.  Gynecologist 

3.  Cancer  of  the  Breast,  Cervix  and  Uterus 

4.  Mammography 

5.  Menstruation 

6.  Vaginal  Infections 

7.  Sexually  Transmitted  Diseases 
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DETAILED  LESSON  PLAN 


(Note  for  the  Trainer:  a.  This  module  is  written  from  the  perspective  of  an  American 
trainer  addressing  an  Asian  audience,  b.  This  is  the  most  sensitive  module  for  Asians  to 
address  due  to  the  privacy  of  sexuality.  If  both  men  and  women  are  present,  the  trainer 
must  ask  permission  from  the  participants  in  advance  to  present  such  information  to  a 
mixed  gender  group.  Also,  if  the  trainer  is  working  with  a  multi-ethnic  group,  the  par- 
ticipants may  not  feel  comfortable.  It  is  recommended  to  review  this  module  with  each 
gender  group  in  separate  areas  or  at  different  times. ) 

A.  Introduction 

1.  During  their  check  up,  women  should  have  a  special  examination  of  their 
reproductive  organs  about  every  one  to  three  years.  Reproductive 
organs  are  the  parts  of  the  body  that  are  used  during  pregnancy  and 
delivery. 

2.  This  exam,  called  a  pelvic  exam,  is  usually  done  by  a  gynecologist.  But 
for  routine  check  ups,  you  may  be  able  to  see  a  physician's  assistant  or  a 
nurse  practitioner.  In  the  West,  doctors  recommend  that  a  young  woman 
should  have  her  first  pelvic  exam  when  she  is  ready  to  have  children. 
Even  if  a  woman  isn't  married  or  doesn't  have  children,  she  still  should 
have  regular  pelvic  exams.  If  a  woman  is  a  virgin,  the  doctor  can  use 
special  instruments  and  be  very  careful. 

3.  For  some  symptoms,  like  a  lump  in  your  breast  or  problems  with  other 
reproductive  organs,  an  appointment  with  a  gynecologist  should  be  sched- 
uled even  if  it  is  between  your  check  ups.  We'll  talk  more  about  these 
symptoms. 

4.  Nobody  likes  to  have  a  pelvic  exam.  But  if  you  know  what's  going  to 
happen  and  can  relax  and  not  worry,  it  helps  to  make  it  easier. 

5.  We'll  talk  more  about  the  pelvic  exam.  But  first  we'll  talk  about  the 
woman's  reproductive  organs  and  some  women's  health  concerns  that  a 
gynecologist  probably  needs  to  see. 

B.  Identify  Major  Reproductive  Organs  and  Review  Function 

C.  Some  Common  and  Not  So  Common  Women's  Health  Problems 

You  can  schedule  a  special  appointment  with  a  gynecologist  for  any  of  these 
problems  at  any  time.  But  the  routine  pelvic  exam  may  find  something  before 
you  even  feel  any  symptoms.  If  problems  are  caught  early,  there  will  probably 
be  less  damage  to  reproductive  organs. 

1 .  Cancer  of  the  breast  and  other  reproductive  organs  -  Most  of  us  will  not 
get  cancer.  But  still  it  is  a  very  frightening  illness.  It  is  not  an  illness  you 
can  catch  from  someone  else.  Women  have  the  added  problem  of  getting 
cancer  in  their  reproductive  organs  (breasts,  uterus,  or  cervix,  for  ex- 
ample). 
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a.  What  is  cancer?  Our  body  is  made  up  of  tiny  parts  that  can  only 
be  seen  under  a  microscope.  These  tiny  parts  are  called  cells. 
Nobody  knows  exactly  how,  but  sometimes  normal  cells  in  our 
body  become  abnormal  and  begin  to  grow  out  of  control.  These 
abnormal  cells  can  spread  through  the  body  and  take  over  other 
parts,  stopping  them  from  working  correctly.  Each  kind  of  cancer 
is  different  -  some  grow  fast,  some  slow;  some  spread,  some  do 
not;  some  can  be  cured,  some  cannot. 

b.  Some  lifestyles  habits  that  seem  to  help  prevent  cancer  are: 

i.  don't  smoke 

ii.  eat  as  little  fat  and  oil  as  possible 

iii.  don't  drink  much  alcohol 

iv.  keep  your  weight  down 

c.  Curing  cancer  -  Years  ago,  there  was  very  little  medical  help  if 
cancer  was  found  in  the  body.  But  today,  especially  if  cancer  is 
found  early,  doctors  have  different  kinds  of  treatments  that  can 
often  cure  the  cancer.  Three  of  the  best  ways  for  women  to  find 
cancer  early  are: 

i .  checking  your  breasts  every  month  for  lumps  (the  clinician 

will  show  you  how  to  do  this  during  a  pelvic  exam) 

ii.  having  a  regular  check-up,  including  a  pelvic  exam  (dur- 
ing the  pelvic  exam,  the  clinician  will  check  for  signs  of 
cancer  that  you  cannot  feel) 

iii.  a  mammogram  (X-ray  of  the  breast)  beginning  between 
age  35  -40  years  old,  then  one  every  one  to  two  years 
until  age  50,  then  one  every  year  after  age  50 

2.  Problems  with  menstruation  (monthly  bleeding  or  period)  -  Heavy  bleed- 
ing, bleeding  between  periods,  cramping,  no  periods  for  several  months, 
and  other  unusual  symptoms  for  a  woman  may  indicate  a  more  serious 
problem.  Many  Asian  women  use  traditional  practices  or  herbs  for  these 
problems.  But  in  the  West,  a  woman  can  visit  a  gynecologist  for  these 
problems. 

3.  Birth  control  -  If  a  couple  decides  not  to  have  children  at  the  present 
time,  there  are  different  kinds  of  birth  control  they  can  use. 

a.  Some  birth  control  can  be  bought  over-the-counter  at  the  drug- 
store, such  as  condoms  and  jelly.  Condoms  are  very  good  because 
they  also  protect  against  diseases  such  as  gonorrhea  and  AIDS. 

b.  Some  birth  control  can  only  be  obtained  through  a  prescription, 
such  as  birth  control  pills,  or  by  a  doctor  putting  it  in,  such  as  an 
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IUD  (an  intrauterine  device),  a  diaphragm,  or  a  new  birth  control 
system  called  Norplant.  You  must  see  a  doctor  for  these  kinds  of 
birth  control. 
C.  Norplant  just  came  to  the  United  States,  so  you  may  not  have 
heard  of  it.  Five  tiny  tubes  are  put  under  the  skin  in  a  woman's 
arm  by  a  doctor.  The  tubes  slowly  give  off  little  bits  of  medicine 
that  keep  a  woman  from  getting  pregnant.  She  will  not  get  preg- 
nant for  five  years.  They  can  be  taken  out  at  any  time. 

d.  If  a  person  or  couple  decides  not  to  ha\  e  any  more  children,  they 
can  be  sterilized  and  not  have  to  worry  about  more  pregnancies. 
A  man  or  a  woman  can  be  sterilized  by  simple  surgery.  A  man  is 
sterilized  through  a  vasectomy.  A  woman  is  sterilized  through 
tubal  ligation. 

e.  Your  check  up  is  a  good  time  to  talk  to  your  doctor  or  nurse  about 
the  different  types  of  birth  control.  It  is  their  job  to  know  about 
the  different  kinds  of  birth  control  and  talk  to  you  about  them. 
She  or  he  can  tell  you  how  to  use  birth  control  correctly.  If  birth 
control  is  not  used  correctly,  it  does  no  good.  No  kind  of  birth 
control  is  perfect.  The  doctor  or  nurse  can  tell  you  the  good  points 
and  bad  points  about  each  kind  and  help  you  make  a  decision 
about  which  is  best  for  a  couple. 

4.  Vaginal  Infections  -  Sometimes  women  feel  symptoms  such  as  burning 
and  itching,  or  they  have  a  smelly,  sticky,  cloudy  liquid  coming  from 
their  vagina.  Or  it  might  burn  when  you  go  to  the  bathroom  to  urinate. 
Or  your  doctor  may  find  an  infection  during  your  pelvic  exam.  Some 
common  infections  are  not  too  serious,  like  a  yeast  infection.  But  it's 
good  to  check  out  all  these  symptoms  because  some  infections  can  be 
very  serious.  Some  can  stop  a  woman  from  getting  pregnant,  some  can 
hurt  a  developing  baby,  and  some  can  even  kill  a  woman. 

5.  Sexually  Transmitted  Diseases  (often  called  STD)  are  serious  infections. 
They  are  spread  when  people  have  sexual  intercourse  with  someone  who 
has  an  STD.  Some  of  these  include  gonorrhea,  syphilis,  herpes,  and 
AIDS.  By  sexual  intercourse,  we  mean  sex  with  another  person  through 
the  vagina,  the  mouth,  or  the  rectum. 

a.  Sometimes  a  woman  will  have  symptoms  when  she  has  an  STD. 

These  may  be  burning,  or  a  smelly,  sticky,  cloudy  liquid  come 
from  her  vagina,  a  rash  or  sores,  or  pain  with  sex.  Sometimes  she 
will  feel  nothing,  and  the  disease  will  only  be  found  during  a 
pelvic  exam  unless  it  gets  very  bad.  If  not  found  early,  many  of 
these  diseases  can  damage  reproductive  organs  such  as  the  fallo- 
pian tubes,  making  it  hard  or  impossible  to  get  pregnant.  Some 
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of  these  diseases  spread  to  other  parts  of  the  body,  doing  damage. 
If  a  woman  is  pregnant,  some  of  these  diseases  can  hurt  the 
developing  baby. 

b.  Some  of  these  diseases  are  easy  to  treat  and  some  cannot  be  cured, 
such  as  AIDS,  which  leads  finally  to  death.  All  are  spread  by 
having  sex  with  someone  who  is  infected,  and  that  person  may 
not  even  know  they  are  sick.  That's  why  condoms  are  a  very 
good  kind  of  birth  control  because  they  are  the  only  thing  that 
protects  from  both  unwanted  pregnancies  and  STDs. 

C.  Remember,  the  doctor  checks  for  S.T.D.s  during  your  pelvic  exam. 
AIDS  testing  is  probably  not  routine.  If  a  woman  is  worried,  she 
should  ask  if  such  a  test  is  going  to  be  done.  All  test  results  will 
only  be  told  to  the  doctor  and  the  patient,  no  one  else. 

6.  Rape  (Does  everyone  know  what  this  is?)  Most  of  the  time,  a  woman  is 
raped  by  someone  she  knows,  that's  just  a  fact.  Often  a  woman  who  has 
been  raped  does  not  want  to  talk  about  it  or  do  anything  about  it.  Some- 
times she  wants  to  see  that  person  put  in  jail  or  punished.  As  soon  as  she 
can  after  a  rape,  that  same  day,  a  woman  should  have  a  pelvic  exam. 
This  can  be  done  in  an  emergency  room. 

a.  A  pelvic  exam  can  check  for  infections  that  the  rapist  might  be 
carrying. 

b.  The  doctor  can  get  information  that  a  woman  will  need  if  she 
wants  to  call  the  police  and  prove  that  a  man  should  be  jailed.  A 
woman  does  not  have  to  make  that  decision  right  away.  But  if 
she  is  examined  then  she  would  have  the  proof. 

7.  Domestic  violence  -  Sometimes  husbands  beat  wives,  even  when  they 
are  pregnant.  A  woman  who  is  beaten  by  a  family  member  may  have 
damage  to  her  baby  or  reproductive  organs.  If  beaten  in  that  area,  a 
pelvic  examination  by  a  doctor  may  be  necessary. 

D.  We've  talked  about  some  reasons  that  a  clinician  should  be  seen  for  a  pelvic 
exam:  to  prevent  disease,  detect  it  early,  or  to  examine  symptoms.  Let's  talk 
about  what  a  pelvic  exam  is. 

1 .  How  often  a  woman  needs  to  have  a  pelvic  exam  depends  upon  her  age 
and  medical  history.  A  healthy  young  woman  can  have  a  pelvic  exam 
every  one  to  three  years.  An  older  woman  would  have  an  exam  at  least 
one  time  a  year.  Besides  these  check  ups,  a  visit  should  be  scheduled  if  a 
woman  has  any  symptoms  like  we  talked  about  before.  A  woman  and 
her  doctor  can  decide  together  how  often  the  check  up  is  needed. 

2.  Before  the  exam,  the  doctor  or  nurse  will  want  to  know  the  reason  for  the 
patient's  visit.  She  or  he  will  ask  a  medical  history  including  questions 
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about  the  patient's  period.  Then  it  is  time  for  the  exam  and  the  patient 
will  be  asked  to  undress  and  given  a  gown.  The  patient  should  be  sure  to 
use  the  bathroom  so  that  the  exam  is  more  comfortable. 
First  the  doctor  or  nurse  will  examine  the  patient's  breasts  for  lumps  or 
other  signs  of  problems.  She  or  he  will  also  teach  the  patient  how  to 
check  her  own  breasts. 

Next  comes  the  pelvic  exam.  It  only  takes  a  few  minutes.  First,  the 
doctor  or  nurse  will  check  the  outside  of  the  patient  for  signs  of  sores  or 
rashes. 

Then  the  doctor  or  nurse  will  use  a  speculum  to  check  inside.  A  specu- 
lum is  a  plastic  or  metal  tool  that  spreads  the  vagina  open  so  that  she  or 
he  can  look  at  the  vagina  and  cervix  for  signs  of  infections,  including 
STDs. 

The  main  purpose  of  the  speculum  exam  is  to  take  a  Pap  smear.  With  a 
cotton  swab  or  a  stick,  a  few  cells  are  taken  from  your  cervix.  The  cells 
are  sent  to  the  lab  to  check  for  signs  of  cancer  or  other  problems.  Then 
the  speculum  is  taken  out. 

The  last  part  of  the  exam  is  to  feel  the  reproductive  organs  inside  to 
check  for  problems.  The  doctor  or  nurse  uses  two  hands.  After  putting 
on  clean  gloves  and  rubbing  some  gel  on  the  fingers,  the  doctor  or  nurse 
puts  one  or  two  fingers  in  the  vagina  until  they  touch  the  cervix.  With 
the  other  hand,  she  or  he  gently  pushes  on  the  patient's  belly  to  feel  the 
uterus,  fallopian  tubes,  and  ovaries.  Then  the  exam  is  done! 
After  you  are  dressed,  the  patient  will  have  another  chance  to  talk  with 
the  doctor  or  nurse.  This  is  the  time  to  ask  any  questions  the  patient 
didn't  ask  during  the  exam.  If  the  patient  came  with  a  problem  or  a 
problem  was  found  during  the  exam,  the  doctor  or  nurse  will  explain 
what  it  is  and  what  to  do  about  it.  She  or  he  will  also  suggest  when  you 
should  return  for  your  next  pelvic  exam. 
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OVERVIEW 


Time 

120  minutes 
Purpose 

To  discuss  various  factors  contributing  to  the  health  of  children  from  birth  to  adolescence 

Learning  Objectives 

The  participants  will  be  able  to  discuss  the  various  factors  contributing  to  the  health  of 
infants  and  young  children. 


Majoi 

-  Sections 

A. 

Introduction 

B. 

Prenatal  Care 

C. 

Childbirth 

D. 

At-Risk  Pregnant  Women 

E. 

Well-Baby 

F. 

Child  Safety 

G. 

Nutrition 

H. 

Roleplay 

Equipment,  Materials  and  Aids 

A.  Teach  the  participants  to  use  a  thermometer  with  children  and  provide  a  free 
thermometer  if  possible. 

B.  On  newsprint,  make  a  vocabulary  checklist  of  the  following: 

1.  Birth  Defects 

2.  Premature  Birth 

3.  Low  Birth  Weight 

4.  Midwife 
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Spending  more  time  with  your  children  can  provide  better  mother '-and-child 
bonding 
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DETAILED  LESSON  PLAN 


(Refer  to  dietary  information  in  Understanding  Southeast  Asian  Cultures  in  being  of 
guidebooks). 

A.  Introduction 

1 .  We  know  that  something  important  to  families  is  to  raise  healthy  and 
productive  children.  We  want  them  to  do  well  in  school,  to  get  good 
jobs,  marry  and  raise  families. 

2.  The  SEARCH  Project  is  very  concerned  about  the  health  of  Southeast 
Asian  children.  Besides  the  health  problems  of  all  children,  there  are 
some  special  problems  of  Southeast  Asian  children. 

a.  babies  born  too  small,  threatening  their  health; 

b.  children  with  parasites 

C.  children  with  lead  poisoning  because  of  herbal  medicines  that 
contain  too  much  lead,  because  of  living  back  home,  such  as  in 
Vietnam,  where  the  dirt  may  have  had  too  much  lead  caused  by 
the  war,  or  because  some  people  living  here  in  the  United  States 
are  in  bad  housing  that  has  too  much  lead  in  the  paint  or  water 
pipes 

3.  It  is  important  to  this  project  that  every  baby  grows  up  to  be  as  healthy 
and  productive  as  can  be.  We  consider  this  part  of  the  training  to  be  very 
important,  especially  if  we  can  prevent  the  death  of  even  one  baby  or 
child. 

B.  Raising  healthy  children  begins  even  before  the  baby  is  born,  even 
before  the  mother  is  pregnant. 

1 .  Before  a  woman  gets  pregnant,  she  needs  to  be  eating  healthy  foods  and 
taking  care  of  herself.  The  health  of  the  mother,  even  before  pregnancy, 
can  affect  the  health  of  the  baby. 

2.  It's  even  a  good  idea  for  a  women  to  schedule  an  appointment  for  a  pel- 
vic exam  and  checkup  to  make  sure  she  has  no  health  problems  that 
could  hurt  her  or  the  baby  during  pregnancy. 

C.  How  does  a  woman  know  she  is  pregnant? 

1 .         List  signs  on  the  board 

D.  What  did  women  do  back  home  when  they  knew  that  they  were 
pregnant? 

1 .         Who  did  they  usually  tell  first,  and  when  did  they  tell? 
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2.  What  special  things  did  they  do  to  take  care  of  themselves? 

3.  Did  they  seek  help  from  healers,  and  when? 

4.  What  did  they  do  about  childbirth9 

E.  What  do  people  do  here  in  the  United  States? 

1.  What  kinds  of  things  do  people  still  like  to  do?  (list  self-care  activities 
-healthy  foods,  rest,  exercise,  what  people  avoid  doing,  etc.) 

2.  How  do  people  usually  like  to  use  U.S.  health  care  services? 

F.  Here  in  the  United  States,  when  a  woman  is  pregnant,  we  would  like 
her  to  do  one  more  thing.  When  she  thinks  she  is  pregnant,  within 
the  first  three  months,  we  would  like  her  to  see  an  obstetrician  or  a 
nurse-midwife  to  start  special  medical  care  while  she  is  pregnant. 

1.  This  special  medical  care  is  called  prenatal  care.  That  means  medical 
care  that  begins  before  the  birth  of  the  baby. 

2.  Prenatal  care  is  necessary  to: 

a.  make  sure  the  mother  is  healthy; 

b.  take  certain  tests  early  and  regularly  like  testing  the  blood,  urine, 
and  blood  pressure; 

C.  give  information,  education,  and  referrals,  especially  for  young 

mothers  or  mothers  new  to  the  United  States; 

d.  take  care  of  health  problems  that  may  come  up: 

e.  make  sure  that  the  baby  is  growing; 

f.  answer  any  questions  the  family  may  have. 

3.  Prenatal  care  in  the  United  States  is  especially  good  for  finding  health 
problems  that  sometimes  come  up  during  a  pregnancy  and  can  threaten 
the  life  of  the  mother  or  the  baby,  problems  for  which  a  mother  may  have 
no  symptoms  at  all  until  it's  too  late.  Problems  can  include  high  blood 
pressure,  diabetes,  or  anemia  (low  iron).  Birth  defects  may  also  be  found 
with  test.  The  doctor  can  help  you  get  ready  to  take  care  of  a  baby  with 
birth  defects  or  a  doctor  can  plan  for  any  problems  that  might  happen  at 
birth. 

4.  It  has  been  shown  that  early  and  regular  prenatal  care  can  prevent  prema- 
turity (babies  being  born  before  they  are  ready  and  not  fully  developed) 
and  low-birth  weight  (babies  born  so  small  that  they  have  trouble  staying 
healthy  or  even  alive).  Prematurity  and  low-birth  weight  are  the  main 
causes  of  infant  death. 

5.  Prenatal  care  like  we  have  here  in  America,  might  have  been  available 
back  in  your  homeland.  It  is  cheap,  often  free,  and  can  help  prevent  the 
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worst  things  from  happening  to  a  mother  and  a  developing  baby.  Or 
problems  can  be  treated  early  if  they  do  happen.  Along  with  all  the  things 
a  mother  and  family  usually  do  to  have  a  healthy  baby,  we  encourage 
mothers  to  also  start  medical  care  early  and  follow  the  prenatal  care  sched- 
ule. 

6.  Here  is  the  recommended  schedule  for  prenatal  care  visits: 

Months  1-7:  one  time  each  month 

Month  8:  twice  each  week 

Month  9:  every  week 

7.  Besides  these  visits,  a  mother  should  call  her  doctor  or  nurse  if  she  has 
any  of  these  danger  signs  while  pregnant: 

a.  Bleeding  from  the  vagina 

b.  Nausea  or  vomiting  that  does  not  stop 
C.         A  bad  headache 

d.  Sudden  swelling  of  the  face,  hands,  feet  or  ankles  that  goes  along 
with  sudden  weight  gain 

e.  Blurring  of  vision  or  spots  before  your  eyes 

f .  Sharp  or  ongoing  pain  below  your  stomach 

g.  Much  less  urine  is  passed 

h.  Pain  or  burning  when  passing  urine 

i.  Pouring  or  leaking  water  from  your  vagina  before  your  due  date 

j.  Unusual  or  strong  pain  in  any  part  of  the  body 

k.  Thick  liquid  from  the  vagina  that  causes  itching  or  soreness. 

G.        Mothers  do  have  some  choices  about  how  to  have  a  baby 

1.  You  can  see  an  obstetrician,  a  nurse-midwife,  or  sometimes  a  family 
practitioner  when  you  are  pregnant. 

2.  Nurse-midwives  can  help  you  while  you  are  pregnant  and  during  child- 
birth in  the  hospital.  If  you  have  any  serious  medical  problems,  she  will 
send  you  to  a  doctor. 

3.  If  you  don't  want  to  have  your  baby  in  the  hospital,  you  could  also  see  a 
lay-midwife.  She  is  a  community  person,  not  a  doctor  or  a  nurse,  who 
can  help  you  during  your  pregnancy  and  during  childbirth.  But  she  can't 
go  with  you  to  the  hospital. 

4.  Many  hospitals  have  a  birthing  room  that  looks  more  like  home.  You 
can  have  your  family  there  with  you,  there's  often  a  couch,  a  T.V.  and  a 
comfortable  bed.  You  have  to  tell  your  doctor  or  nurse-midwife  that  you 
would  like  to  use  the  birthing  room  pretty  early  in  your  pregnancy.  They'll 
let  you  know  if  they  think  that's  a  good  idea  depending  on  the  health  of 
you  and  your  developing  baby. 
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H.  What  other  concerns  do  we  want  to  think  about  when  a  woman  is 
pregnant?  Once  a  woman  is  pregnant,  her  general  health  becomes 
very  important.  She  can  do  some  things  to  prevent  problems  and 
improve  her  health  and  the  health  of  the  new  baby  during  pregnancy: 

1.  Pregnant  women  need  more  food!  These  should  be  healthy  foods  and 
not  "junk"  foods. 

a.  What  are  healthy  foods? 

b.  What  are  junk  foods? 

2.  Take  prenatal  vitamins  prescribed  by  a  doctor  or  nurse-midwife.  Some 
Southeast  Asian  women  have  problems  during  pregnancy  of  low  iron 
in  their  blood. 

3.  In  the  United  States,  many  women,  especially  low  income  women,  can 
get  help  buying  food  while  they  are  pregnant  or  have  young  children. 
There  are  food  programs,  such  as  one  called  W.I.C.,  that  give  coupons  or 
food  to  pregnant  women  and  infants. 

4.  Weight  gain  is  expected  and  necessary.  Pregnant  women  should  never 
diet,  and  may  gain  normally  25-35  pounds. 

5.  Pregnant  women  should  get  plenty  of  sleep,  try  not  to  worry  too  much 
about  problems,  and  exercise  (like  walking). 

6.  Drug  use  -  Another  important  part  of  prenatal  care  is  avoiding  all  drugs 
during  pregnancy. 

a.  Drugs  include  those  that  are  legal  and  not  legal.  Each  drug  has  a 
different  effect  on  the  mother  and  growing  infant.  For  instance, 
some  herbal  medicines  have  high  levels  of  lead  that  can  harm  the 
baby. 

b.  Drugs  increase  the  chances  of  low-birth  weight,  prematurity,  men- 
tal retardation,  and  birth  defects. 

C.  If  a  mother  is  taking  any  prescription  drugs,  the  doctor  or  nurse 

should  be  told. 

d.  Cigarette  smoke  is  also  a  drug  that  can  cause  prematurity  and 
low-birth  weight.  If  a  pregnant  mother  is  in  the  room  with  some- 
one who  is  smoking,  the  smoke  she  breathes  can  cause  the  same 
problems  for  herself  and  the  baby  as  if  she  is  smoking  herself. 
This  is  called  passive  smoking. 

e.  Alcohol  is  a  drug,  too.  In  fact,  most  birth  defects  are  caused  by 
pregnant  mothers  drinking  alcohol.  Nobody  knows  how  much 
alcohol  it  is  safe  to  drink  while  a  woman  is  pregnant.  So  doctors 
say  no  alcohol  should  be  taken  during  pregnancy. 
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f .  What  the  mother  eats,  the  baby  eats.  (For  example,  if  the  mother 
drinks  alcohol,  the  baby  drinks  it  also). 

g.  Question  to  consider:  Do  you  think  that  drug  use,  like  drinking  and 
smoking,  during  pregnancy,  is  a  big  problem  in  your  community? 

I.  Some  mothers  may  need  more  help  when  they  are  pregnant  than 
others.  These  are  people  that  you  as  a  CHA  might  need  to  spend 
more  time  with. 

1.  Teenagers:  They  are  more  likely  to  have  poor  eating  habits  and  prema- 
ture births  (low  birth  weight  babies).  They  may  not  know  much  about 
taking  care  of  themselves  or  a  new  baby. 

2.  Poor  Women:  Because  they  do  not  have  as  much  money  or  might  not 
have  insurance,  poor  women  might  need  more  help  finding  the  commu- 
nity programs  that  can  help  them  with  such  things  as  finding  food  and 
prenatal  care.  They  also  may  need  help  with  good  housing  or  clothing. 

3.  Women  Using  Drugs:  Drug  use  causes  problems  in  growth  and  devel- 
opment of  the  baby  because  it  changes  the  mother's  health. 

4.  Women  Over  Age  35:  They  are  more  likely  to  have  problems  with 
their  pregnancy.  Older  mothers  are  more  likely  to  develop  some  health 
problems,  such  as  high  blood  pressure  or  some  birth  defects. 

5.  Women  Without  Prenatal  Care:  Women  who  have  had  fewer  than 
seven  (7)  prenatal  care  visits  are  reported  to  be  3-5  times  more  likely  to 
have  problems  with  their  pregnancy. 

6.  Can  you  think  of  other  groups  who  may  need  more  of  your  help? 

J.  Preventing  problems  after  the  baby  is  born.  (When  did  babies  die 
back  home?)  Most  babies  who  die,  will  die  within  the  first  six  (6) 
months  of  life.  Most  of  these  babies  die  because  of  birth  defects 
and  low  birth  weight.  Most  children  between  the  ages  of  0  and  14 
die  from  accidents.  Let's  talk  about  health  and  safety  for  babies 
and  children. 

1 .  Well-baby  care  is  important  in  preventing  health  problems  during  a  child's 
first  years.  It  includes: 

a.         Medical  check-ups  to  monitor  health.  That  way  the  pediatrician 
can  know  your  child  and  know  your  child's  health. 

i.  Pediatricians  like  to  see  the  baby  for  the  first  check-up  at 

two  weeks  old. 

ii.  Children  on  Medicaid  (0-21)  can  also  visit  the  EPSDT 
clinic  at  your  local  health  department  for  shots,  a  wonder- 
ful checkup  and  screening.  A  CHOW  can  help  a  sched- 
ule a  child  for  an  EPSDT  appointment. 
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b.  Immunizations  (shots)  to  prevent  deadly  diseases. 

i.  Many  ehildren  in  the  United  States  used  to  die  from  ter- 

rible diseases  like  polio,  measles,  whooping  eough,  rubella, 
meningitis,  and  tetanus.  Many  times,  parents  didn't  even 
know  which  disease  their  child  had  died  from. 

ii.  Now  there  arc  shots  (immunizations  or  vaccines)  that  chil- 
dren can  get  as  early  as  two  months  old,  and  parents  never 
have  to  worry  about  children  dying  from  these  diseases. 
In  many  parts  of  the  world,  children  arc  dying  needlessly 
because  these  shots  are  not  available  to  them. 

iii.  But  luckily,  here  in  the  United  States,  immunizations  are 
can  be  received  free  at  the  local  health  department  Doctors 
in  private  offices  often  give  the  shots  and  charge  the  cost 
to  the  medical  insurance. 

iv.  Here  is  the  schedule  of  when  children  should  receive 
immunizations.  (Provide  the  schedule  that  is  specific  to 
your  state's  guidelines.) 

v.  It  is  important  to  know  that  immunizations  do  not  stop  all 

childhood  illnesses,  only  the  ones  that  are  the  most  serious. 

C.  Identifying  childhood  illnesses  needing  medical  attention.  There 

are  no  immunizations  for  many  childhood  illnesses.  We  talked 
before  about  when  someone  may  want  to  call  a  doctor  or  nurse 
about  symptoms. 

i.  It  is  a  good  idea  to  learn  how  to  take  a  child's  temperature. 

(Review  and  demonstrate  the  methods  of  temperature 
measurement  for  children.) 

ii.  Many  mothers  might  want  to  call  the  doctor  or  nurse  more 

often  with  a  baby.  Doctors  in  the  West  suggest  you  call  if 
you  see  these  symptoms: 

1.  Fever  -  temperature  greater  than  100.0  F 

2.  Breathing  difficulties 

3.  Turns  blue 

4.  Unusual  rash 

5.  Constant  crying  or  extreme  fussiness 

6.  High  pitched  cry 

7.  Change  in  normal  daily  habits 

a.  sleeps  a  lot  more  or  a  lot  less 

b.  a  good  eater  becomes  a  poor  eater-poor  suck 
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8.  Listless,  lethargic  baby 

9.  Constant  cough 

1 0.  Batting  at  his/her  ear  -  earache 

1 1 .  Yellowness  of  skin  or  whites  of  the  eyes 

1 2.  Drainage  from  eyes,  nose,  umbilicus  or  penis  after 
circumcision 

13.  Drawing  knees  up  to  tummy  -  gas  pains 

14.  Vomiting  (more  than  a  little  spit  up  after  a  burp) 

1 5.  Vomiting  up  blood  or  blood  in  baby's  stool 

1 6.  Watery  stools  -  where  all  of  the  stool  soaks  through 
the  diaper  like  urine  does 

If  any  one  of  these  occur,  be  sure  to  call  or  go  to  your 
baby's  doctor 

Safety  in  the  home  to  prevent  accidents. 

i.  What  do  you  think  are  the  main  causes  of  children  being 

admitted  to  the  hospital?  What  do  you  think  are  the  main 

causes  of  death  for  children? 
ii.         Most  children  die  from  car  and  household  accidents. 
iii.        Children  under  age  one  die  from  preventable  causes  (car, 

fire,  drownings,  falls,  and  guns)  more  often  than  older 

children. 
iv.        It  is  important  that  the  house  be  fixed  so  that  children 

have  less  of  a  chance  to  have  an  accident. 
V.         It  is  important  that  children  learn  safety  in  streets  and  cars. 
vi.        Let's  talk  about  safety  (review  SafeKids  booklet  and 

smoke  alarms,  lead) 

Good  nutrition  for  growth  and  development. 

i.  What  do  you  think  is  the  healthiest  food  for  babies?  Why? 

What  kinds  of  problems  do  new  mothers  have  with 
breastfeeding? 

ii.         When  do  babies  begin  to  eat  other  foods  besides  milk? 
What  do  mothers  begin  to  feed  them? 


2.         Roleplay 
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K.  How  you  can  help  -  raising  healthy  children  will  take  effort  by  us  all. 
One  important  way  you  can  help  is  by  sharing  the  information  you 
learned  today:  especially  the  programs  that  help  pregnant  women. 

1 .  When  you  meet  someone  who  is  pregnant,  ask  if  she  is  receiving  prenatal 
care.  Encourage  her  to  take  care  of  herself,  eat  well,  and  get  rest  and 
exercise. 

2.  There  are  several  programs  which  have  been  proven  to  be  helpful  to  preg- 
nant women.  Sharing  them  with  one  needy  woman  can  potentially  pre- 
vent one  infant  death.  (Provide  a  list  of  local  resources  to  the  partici- 
pants.) 

L.         What  Can  Your  Group  Do? 

What  ways  do  you  think  that  you  can  help  as  a  group  to  reduce  the  risk  of  child- 
hood deaths  in  your  community ? 
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"  \STo  in  Starch  of  your  people. 

Love  them. 

Learn  from  them. 

Tlay  with  them. 

Serve  them. 

(Begin  with  what  they  have. 
Build  on  what  they  fqiow. 

But  of  the  best  leader, 

when  the  tas/^  is  accomplished, 

the  worf^  is  done, 

the  people  will  remark 

y*We  have  done  it  ourselves." 


-Old  Chinese  Proverb 
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RESOURCE  LIST 


AHP  -  Asian  Health  Project 
3860  West  Santa  Barbara  Avenue 
Los  Angeles,  CA  90008 

AT  -  Amy  Tong,  Nutrition  Consultant 
1523  Sisteenth  Street,  N.W. 
Washington,  DC  20007 
800/424-3750 

CAL  -  Center  for  Applied  Linguistics 
3520  Prospect  Street,  N.W. 
Washington,  DC  20007 
800/424-3750 

CDC  -  Center  for  Disease  Control 
Building  25 
Chamblee,GA  30341 

CDHS  -  WIC  Program 
California  Dept.  of  Health  Services 
2151  Berkeley  Way 
Berkeley,  CA  94704 

CIHE  or  ISC  -  Center  for  Indochinese  Health 

University  Hospital  H772B 

225  Dickinson  Street 

San  Diego,  CA  92103 

ATTN:  Dr.  Robert  Masen 

Contact  CIHE  for  Materials  developed  by  the  now 

defunct 

Indochinese  Service  Center  (ISC). 

CSIDS  -  California  Sudden  Infant  Death  Syndrome 
Informtaion  and  Counseling  Project 
Maternal  and  Infant  Health  Section 
Califorina  Department  of  Health  Svc. 
2151  Berkeley  Way 
Berkeley,  CA  94704 

GBAFC  -  Green  Bay  Area  Free  Clinic 
338  S.  Chestnut  Avenue 
Green  Bay,  WI  54303 
414/437-9773 

IRSC  -  Iowa  Refugee  Service  Center 

4626  SW  9th  Street 

Des  Moines,  IA  50315 

(515)281-4334 

Toll  free  in  Iowa  1-800/362-2780 

MWIC  -  Minneapolis  Health  Department  WIC 

Program 

250  South  Front  Street 

Minneapolis,  MN  55415 

612/348-8885 


OCHSA  -  Orange  County  Human  Services 

Agency 

Public  Health  and  Medical  Services 

IRAP 

1725  W.  17th  Street,  Santa  Ana,  CA  92702 

714/834-2313 

OCMH  -  Ohio  Commission  on  Minority  Health 
77  S.  High  Street,  Suite  745 
Columbus,  OH  43266-0377 
614/466-4000 

RERC  -  Refugee  Education  Resource  Center 

S-340  Criggs  Midway  Bldg. 

1821  University  Avenue 

St.  Paul,  MN  55104 

612/297-3845 

SIDS  -  Sudden  Infant  Death  Syndrome 
Iowa  State  Dept.  of  Health 
Lucas  Building,  3rd  Floor 
Des  Moines,  I A  50319 
515/281-4904 

SPRCNP  -  St.  Paul-Ramsey  Co.  Nutrition 

Program 

1954  University  Avenue,  Room  12 

St.  Paul,  MN  55104 

612/646-2600 

WDHSS  -  WI  Dept.  of  Health  &  Social  Services 
Division  of  Community  Services 
1  West  Wilson  Street  Room  8158 
Madison,  WI  53702 

WDSHS  -  Washington  Dept.  of  Health  & 

Social  Services 

Health  Services  Division 

WIC  Program  LC-12C 

01ympia,WA  98504 

WIC/BMC  -  Women  Infants  Children  Program 

Broadlawns  Medical  Center 

18th  &  Hickman 

Des  Moines,  IA  50314 

WRHP  -  Wisconsin  Refugee  Health  Program 

Wisconsin  Division  of  Health 

One  West  Wilson  Street 

Madison,  WI  53702 

608/267-9000 
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